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Few illnesses can more readily compel a medical atten- 
dant to apply immediate therapeutic measures than heart 
failure. So alarming may be the symptoms and so great 
the anxiety surrounding the patient that a demand for 
hurried action is everywhere evident. Never is the neces- 
sity greater, however, for the doctor to make haste slowly, 
to act promptly but not precipitately, and yet again to 
treat cautiously but expeditiously. The need to do some- 
thing is always present, but it should be no greater than 
the need to know everything before doing anything ; so 
that an immediate perception of the expected course of 
the illness, and the processes involved, is an essential pre- 
liminary to the competent treatment of heart failure. 


The Mechanism of Heart Failure 


Although the true mechanisna of heart failure continues 
to remain an unsolved problem, our knowledge of it on 
the one hand has helped us to conceive certain principles 
in treatment, and on the other hand our lack of know- 
ledge is unlikely to have withheld anything revolutionary 
from present-day methods of dealing with the condition. 
The changes during failure are familiar to us; it is the 
evolution of these changes which eludes precise exposition. 

The back-pressure failure theory envisages stasis of 
blood in the vascular areas which drain in the direction 
of the affected heart chamber, so that obstruction in the 
mitral valve is expected to produce the following sequence 
of changes: distension of the left auricle, engorgement 
of the lungs, distension of the right ventricle and of the 
tight auricle, engorgement of the veins of the neck and 
cyanosis, distension of the liver, and oedema of the lower 
extremities. Recently it has been shown (Thompson and 
White, 1936) that left ventricular strain from hypertension, 
aortic valve disease, or infarction of the left ventricle is 
the commonest cause of hypertrophy of the right ventricle, 
Which occurs regardless of the presence of clinical evidence 
of left ventricular failure, although this increases the 
degree of hypertrophy. 

The forward-pressure failure theory, supported by Sir 
James Mackenzie, postulates systemic failure following 
Madequate output of the left ventricle, while pulmonary 
symptoms in the same way are the outcome of failure 
of the right ventricle. This deficiency in the outflow of 
blood results in a depletion of the vascular areas and in 
ischaemia of the tissues situated in front of the affected 
heart chamber. 


‘It is likely that both back-pressure phenomena and a 
diminished cardiac output are features that exist together 
i many if not in most instances of congestive heart 
failure, but the knowledge of the part which each plays 

*The substance of a lecture delivered before the North 


Glamorgan and Brecknock Division of the British Medical Asso- 
“lation, March 16, 1937, 


in the development of failure is unlikely to contribute in 
a greater measure to the treatment of the condition than 
to indicate the need of relieving congestion and of in- 
creasing the efficiency of cardiac contraction. 


Size and Position-of the Heart in Failure 


Cardiac enlargement is usual in failure, but it is rarely 
the direct result of failure, and its distribution and extent 
depend chiefly on the lesion which is providing the cause 
of the failure. Either with or without failure the: pro- 
gression of cardiac enlargement is very gradual, so that 
sudden dilatation of the heart seldom occurs. Whenever 
such an event has been implied from a clinical examina- 
tion, and displacement of the apex beat to the left has 
been noticed, three influences contriving to produce this 
change must be kept in mind before attributing it to 
cardiac enlargement. They are tachycardia, distension of 
the liver and ascites producing elevation of the diaphragm, 
and a right-sided hydrothorax. Even on _ radioscopy 
caution must be exercised when assessing the development 
of cardiac enlargement, so that the “squatting ” posture 
of the heart, assumed as a result of a raised diaphragm 
from any cause, must not be interpreted as enlargement. 
Again, the possibility of pericardial effusion enlarging the 
cardiac silhouette as seen on radioscopy should receive 
attention in any case where an exacerbation of failure 
signs has occurred with the formation of effusion within 
serous cavities. 

It is held by some that hydrothorax (usually right-sided) 
from heart failure does not cause cardiac displacement, 


Fic. A.—Displacement of heart in failure. Diagram showing 
superimposed outline of heart in teleradiographs 1 and 2 of 
the Special Plate. 

but this is fallacious (see Figs. 1 and 2 on Plate and 
rig. A in text). Certainly it does not displace the heart 
to the same extent as does an inflammatory pleural effu- 
sion, because the quantity of fluid is not so great, and, 
further, whenever the effusion in heart failure has become 
considerable pulmonary congestion with pleural effusion 
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occurs on the opposite side, and this opposes the initial 
displacement. 
Evidence of Early Failure 

The need for recognizing early heart failure is only 
equalled by the need for early treatment, and early treat- 
ment depends on early diagnosis. In order to gain this 
end the earliest evidence of failure must be sought in 
those patients known to suffer from heart disease which 
is expected to give rise to heart failure sooner or later. 
In them symptoms develop gradually and almost im- 
perceptibly, so that our awareness of this happening will 
usually lead us to seek for premonitory signs and not to 
wait for the fuliy developed clinical picture of heart 
failure characterized by cyanosis, considerable breathless- 
ness, conspicuous engorgement of the veins of the neck, 
pulmonary congestion with right-sided hydrothorax, en- 
largement of the liver with ascites, oedema of the lower 
extremities, and scanty urine with albuminuria. The 
recognition of early congestive heart failure depends on 
attention to the following essentials: undue breathlessness 
to customary exertion, venous engorgement, pulmonary 
congestion, hepatic distension, and a familiarity with the 
causes of heart failure. 


Undue Breathlessness 


Breathlessness on exertion occurs in health. With 
advancing age or with the onset of obesity this natural 
reaction to increased physical performance becomes 
accentuated. The breathlessness which heralds the com- 
mencement of heart failure is characterized by its occur- 
rence during exercise which hitherto produced no breath- 
lessness, or which is in excess of that measure which was 
customarily induced by a standard form of exercise. 
Thus the hall-mark of pathological breathlessness is 
present when exercise which usually produced no breath- 
lessness induces it, when exercise which previously initiated 
breathlessness causes undue breathlessness, and when the 
breathlessness has shown progression within a relatively 
short period of time. 


e Venous Engorgement 


An increase in the venous blood pressure may be 
regarded technically as the first evidence of heart failure, 
but unfortunately its estimation cannot be carried out 
with the same ease as the registration of the arterial blood 
pressure. The direct method of recording the venous 
pressure by connecting a venepuncture needle to a mano- 
meter filled with citrate solution cannot for obvious 
reasons become common practice in clinical medicine, so 
that some other means denoting a change in the venous 
pressure is desirable. Sir Thomas Lewis (1930) directed 
attention to a method which permits an approximate 
clinical estimate of the venous pressure. He pointed out 
that in health all veins which lie at a higher level than 
the manubrium sterni remain collapsed and those below 
are distended. Thus in a healthy patient in the reclining 
posture with the head resting on a pillow the external 
jugular veins are distended for about one-third their course 
from the clavicle to the angle of the lower jaw. In a 
patient presenting a slightly raised venous pressure the 
column of venous distension reaches the centre of the 
sternomastoid muscle or higher. The veins in the neck 
are not evident in a healthy subject in the erect position, 
but in established heart failure they are visible as cords 
reaching from the clavicle to within a variable distance 
of the mandible. This clinical indicator of the venous 
pressure should gain significance not only on account of 
its relative accuracy, but also on account of the simplicity 
of the observation. 


Pulmonary Congestion 


When persistent crepitations are elicited over the bases 
of the lungs, mostly on the right side, from heart failure, 
the presence of a considerable degree of pulmonary con- 
gestion can be presumed. Earlier evidence of pulmonary 
engorgement is marked by vascular congestion in the hila 
of the lungs. Careful auscultation along each side of the 
spine over the middle zones will often disclose, especially 
after coughing, isolated coarse crepitations at the end of 
a deep inspiration, but commonly the presence of this 
degree of congestion can only be made out on radio- 
scopy ; certainly the extent of hilar congestion can only 
be told by this method. The picture obtained is a 
characteristic one presenting wing-like shadows spreading 
from each hilum, and caused by an increase in the density 
of the pulmonary vessels, which are depicted here and 
there in cross-section and appear like ink blots (Plate, 
Figs. 3 and 4). 

The help provided by radioscopy in the recognition of 
early heart failure has not yet gained the reputation it 
deserves. Nor should the method be applied solely in 
diagnosis, for it also provides an index in the evaluation 
of progress during treatment, so that the extent of hilar 
congestion as determined at intervals by radioscopy deter- 
mines the advance or retreat of the process of failure 
(Plate, Figs. 3 and 4). 


Hepatic Distension 


An increase in the volume of the liver is a sensitive © 


indicator of an increase in the venous blood pressure. 
Although this natural manometer does not supply accurate 
quantitative values, when enlargement of the liver has 
been made out it serves as early evidence of heart failure, 
so that whenever failure is suspected or expected disten- 
sion of the liver should be sought. Palpation immediately 
below the right costal margin may elicit tenderness in a 
patient presenting hepatic distension, but a quest for the 
descended liver edge as the hand travels upwards from 
a low position is a more reliable method of examination. 


Specific Causes of Heart Failure 


Familiarity with the conditions capable of precipi- 
tating heart failure ensures timely and efficient attention 
to a patient in whom failure threatens. To anticipate 
heart failure is often to postpone it; to remain unaware 
of its causes and its early manifestations is to allow its 
grosser signs to develop. The causes of heart failure may 
be conveniently considered in two groups, as suggested 
by Parkinson and Clark-Kennedy (1926) ; but here a refer- 
ence to these will only include in the first place any special 
features which facilitate early diagnosis, and secondly 
those details concerning the treatment of each group 
which cannot be regarded as common to all cases of 
failure. 

Treatment of Established Heart Failure 


Certain general principles apply to the treatment of 
most of the common examples of heart failure, so that 
in the first place it is opportune to consider these and 
later to detail any particular remedy or procedure which 
may apply when certain specific causes are present. Aa 
outline of those therapeutic measures to be adopted In 
the general case of heart failure is facilitated by referring 
to three distinct clinical types—established heart failure, 
early heart failure, and abrupt heart failure. 

The designation “‘established heart failure” is applic: 
able when a patient presents characteristic physical sig0s 
of failure which have developed gradually and have pro 
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gressed during the absence of treatment or with inadequate 
treatment. No rigid rules can be formulated to govern 
the management of all cases of established heart failure, 
but although every patient must be studied individually 
the treatment should generally provide for adequate rest, 
digitalization, and diuresis. 


REST 


In ambulatory cases a limitation of activity is of first 
importance in treatment, and in order to gain the fullest 
benefit from this curtailment of exercise the patient's 
usual daily habits should be ascertained and a programme 
modifying the day’s activities should be complete in detail. 
A later rising time in the morning and an earlier retiring 
time at night, periods of rest in the reclining posture 
after meals, walking slowly on level ground and avoiding 
hurrying and climbing, are among the instructions im- 
parted to the patient in whom established heart failure 
is controlled by digitalis medication. At night the pro- 
vision of extra pillows promotes rest and sleep. 

In non-ambulatory cases absolute rest is sought, and 
a patient is discouraged from indulging in any exertion, 
not even turning in bed. Again, the head and shoulders 
should be supported in the upright posture, and although 
devices to meet this necessity have been improvised in 
the torm of chairs, extension of these amenities to the 
construction of special beds has received but scant atten- 
tion. Such a bed was designed by Sir Thomas Lewis, 
but the adoption of this helpful instrument in the treat- 
ment of heart failure in the wards of a hospital has pro- 
ceeded very slowly. 

Inseparable from any method adopted to ensure rest 
in a case of heart failure is the alleviation of the patient's 
natural apprehension and the provision of sleep. Alcohol, 
in that it is conducive to sleep and causes a feeling of 
well-being, may be dispensed with benefit, but in no sense 
must it be regarded as a “heart stimulant.” A mixture 
containing 20 grains of potassium bromide and chloral 
hydrate often suffices as a hypnotic, or resort may be made 
to the barbiturates (sodium luminal 1 to 2 grains) or 
morphine (1/2 grain dissolved in the mouth, or 1/4 grain 
hypodermically). Certainly these drugs should be used 
with determination, as they are important agents in the 
treatment of heart failure. 


DIGITALIS 


Good wine needs no bush, and certainly the utility of 
digitalis in the treatment of heart failure does not need to 
be advertised ; it has proved its worth. What does require 
emphasis is that it should be used in adequate doses, so 
that our duty in treating heart failure is not so much the 
giving digitalis as establishing a state of digitalization. 
Digitalization is only present when the patient’s symptoms 
are lessened, when diuresis has resulted, when the pulse 
Tate has been slowed to 70 per minute or under, when 
the ventricular rate has been similarly diminished and 
the pulse deficit annulled, and when depression of the 
R-T segment is a feature of the electrocardiogram. 

A choice of the preparation of digitalis must necessarily 
be made before determining the dosage. It is most desir- 
able to adhere to the administration of a single prepara- 
tion, and acquire experience of its effects in different 
Patients. Nothing is gained, in fact a good deal is lost, 
by Substituting various preparations of digitalis, either 
In the same patient or in different patients. It is far 
better to acquire exact knowledge of the value of a single 
Preparation than to nourish a doubt concerning the com- 
Parative value of a number of preparations. The follow- 
Ing may be rezarded as representative of the digitalis group 


and dependable when used in the indicated daily doses: 
powdered leaf (4 grains), tincture (45 minims), Nativelle’s 
granules (1/125 grain), and digoxin tablets (0.45 mg.). 
Although these doses are comparable and basic they are 
not to be regarded as absolute standards in all patients 
with established heart failure. The dosage should be 
adjusted according to the severity of the failure, weight of 
the patient, and particularly the length of time required 
to establish a state of digitalization. In most instances 
the suggested standard dose is the approximate one, but 
often it will need increasing and sometimes decreasing. 


DIURESIS 


To produce efficient diuresis should be a constant aim 
in every case of established heart failure, and there is 
more than one method available to attain this object. 

That rest in bed combined with a diminished fluid 
intake can produce prominent diuresis has not gained 
sufficient recognition. Fig. B illustrates this effect in a 
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_Fic. B.—Chart showing diuresis following rest in bed and a 
diminished fluid intake in a patient with mitral stenosis and 
heart faifure with normal rhythm. 


female, aged 36 years, with mitral stenosis, in whom the 
features of early heart failure presented. Cognizance of 
this happening is necessary in the evaluation of any 
remedy credited with diuretic properties: in the patient 
instanced here unmerited repute might have been accorded 
any drug professing a diuretic action if it had been intro- 
duced when the patient was voiding scanty urine on 
admission to hospital. The lesson in this connexion is 
twofold: first, it impresses the need of prescribing rest 
combined with a diminished fluid intake (14 pints daily) 
in ‘patients presenting heart failure; and, secondly, it 
emphasizes the importance of adequately controlling all 
clinical tests conducted to assess the diuretic properties of 
any drug. 

Foremost among the drugs which can effect diuresis in 
heart failure, when administered by mouth, is digitalis, 
and in most instances it should be preferred to other 
remedies in this group, such as ammonium chloride or 
the purine diuretics—for example, theobromine, diuretin, 
theophylline, or euphylline. 

Intravenous and intramuscular salyrgan or novurit in 
2 c.cm. doses are pre-eminently the most powerful diuretics 
we possess, and they form important implements now 
available to combat the effects of heart failure and to 
help restore cardiac efficiency. Parkinson and Thomson 
(1936) have shown that novurit gives satisfactory results 
when used as a suppository, although of course its diuresis 
is not so profuse as when it is introduced intravenously 
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or intramuscularly ; but the advantages afforded by the 
simplicity of this method of administration are obvious. 
The prescribing of ammonium chloride along with 
salyrgan increases diuresis, but this is not always con- 
siderable. The most recent advancement in the treatment 
of heart failure has been the addition of mercurial 
diuretics to the other effective therapeutic agents—rest, 
digitalis, and hypnotics. 

The effect of total ablation of the thyroid gland in 
heart disease presenting paroxysmal nocturnal dyspnoea 
and heart failure has to be discussed. Impressions con- 
cerning the benefit gained from this procedure are best 
got from a study of the results obtained in seventy-eight 
cases [thirty-six by Blumgart and others (1935), and forty- 
two by Levine and Eppinger (1935)]. The therapeutic 
benefit enjoyed by some of these patients corresponded 
with the lowering of the basal metabolism, and when this 
became reduced to minus 30 per cent. myxoedema fre- 
quently intervened, and this in turn responded to small 
doses of thyroid without materially detracting from the 
improvement resulting from the lowering of the basal 
metabolism. If heart failure was present with persistent 
oedema the operative risk increased considerably, so that 
it is evident that fotal thyroidectomy is not often desirable 
in instances showing failure, and certainly this procedure 
should be undertaken only when the recognized methods 
of treatment have failed and when the operation can hold 
out a reasonable prospect of considerable improvement. 


Treatment of Early Heart Failure 


A patient with heart disease is commonly examined 
during the pre-failure period, when he will derive greater 
benefit from. observation and instruction than from the 
initiation of any form of zealous treatment. Medicinal 
treatment, apart from a placebo, is unlikely to produce 
material benefit during this period. Certainly any attempt 
at digitalization at this stage is ill advised and without 


“promise of improvement, so that it should be discouraged 


even though it might be given without harm. 

In particular the patient is to be instructed on the 
subject of activities and diet. While it is permissible or 
even desirable to indulge in limited or graduated exercise, 
exertion is prohibited. 
desirable that it should not be heavily salted, and stress 
is directed to two main essentials—namely, the avoiding 
of large or indigestible meals and, if obesity is a feature, 
the resorting to a fat-reducing diet. 

To gain the co-operation of the patient during this 
pre-failure phase should be a first consideration. No 
amount of enthusiasm or even heroism in treatment will 
produce improvement if the patient is not the’ doctor’s 
ally. Nor must the psychological side be neglected, so 
that encouragement and just optimism should be dispensed 
along with firm dissuasion where needed. The over- 
cautious should receive encouragement, and the reckless 
should be restrained and be made to realize the con- 
sequences of any disregard to instructions. Improved 
health should be promised on conditions and as a reward 
of attention to advice. 

If the signs of early heart failure are beginning to 
collect and there is increased breathlessness, slight venous 
engorgement in the neck, and hilar congestion detected by 
radioscopy, apart from the precautions already enumerated 
concerning exercise and diet, periods of controlled rest 
should be outlined; these will be in the mornings and 
evenings, after the midday meal, and at the week-ends. 
Digitalis should be added if auricular fibrillation has set 
in. The administration of mercurial diuretics combined 


In connexion with diet it is- 


with a much-reduced fluid intake should be conjoined 
with the week-end rest. 

The treatment adopted for this group of patients almost 
merits the designation “ prophylactic treatment”; at any 
rate, it aims at postponing the signs of established heart 
failure. The measure of success gained from the care 
devoted to these cases justifies the zeal involved in collect- 
ing cases within the scope of this group. 


Treatment of Abrupt Heart Failure 


In some patients in this class the precipitation of heart 
failure may be an unforeseen contingency, and this particu- 
larly applies to cardiac infarction. It may also occur un- 
expectedly in hypertension, although paroxysmal nocturnal 
dyspnoea will often serve as a premonitory sign. Sudden 
exacerbation of failure symptoms may also occur in cases 
with established heart failure hitherto controlled by treat- 
ment, or even in some instances of early failure ; in both 
of these groups either a period of increased activity and 
exertion or some intercurrent illness has caused a damaged 
heart to fail suddenly. 

It is in this class of cases that the urge to do something 
is so strong and good judgement so often yields to mis- 
Management created by over-enthusiasm. The term 
“cardiac stimulant” designates the drug whose purpose it 
is to help the heart in this sudden crisis. Many drugs 
have gained a reputation in this field, but usually this has 


not been merited and has been gained through uncon- © 


trolled clinical impressions. Strychnine, camphor, and 
pituitary are in this category, and have far survived their 
usefulness in this connexion. A warning is overdue con- 
cerning the danger of the wholesale and indiscriminate 
use of proprietary preparations imputed to be of this class 
of “cardiac stimulants ” in virtue of their action, variably 
claimed to be on the medulla, on the peripheral circula- 
tion, on the coronary circulation, or as “cardiac hor- 
mones.” A plea for resort to controlled clinical assay is 
made in order to regain a proper perspective of the value 
of these potions. 

Strophanthin has seldom shown superiority over digitalis 
in cases of precipitate heart failure. Digitalis, particularly 
digoxin, has great value in abrupt heart failure associated 
with auricular fibrillation. Oral administration of 1 mg. 
of digoxin can lower the ventricular rate in auricular 
fibrillation within a few hours. Its success when the heart 
rhythm is regular is not so assured. Little or no advan- 
tage is gained by intravenous administration of digitalis. 

Whenever cyanosis is a prominent feature and there is 
conspicuous venous engorgement in the neck, venesection 
is good practice. If restlessness and sleeplessness present, 
hypnotics must be administered in adequate doses after 
providing support for the head and shoulders and making 
the patient comfortable. 

If oedema and ascites are features salyrgan is indicated. 
In the case of a female patient with much oedema it is 
necessary to anticipate the considerable diuresis by tying 
in a urinary catheter in position so that the patient's 
energy is in this way conserved. Salyrgan medication has 
dispensed with the necessity of purging an oedematous 
patient for the purpose of ridding him of superfluous tissué 
fluids. 


Heart Failure in Specific Conditions 


Certain special features tn the mechanism, early diag: 
nosis, and treatment of specific conditions which may 
initiate failure will now be described. 
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HYPERPIESIA 


Whenever congestive heart failure appears in a patient 
and the heart rhythm is regular, hyperpiesia may be 
regarded as the likely cause. To bear this in mind is to 
recognize the underlying condition when the failure has 
produced a fall in the blood-pressure value. Sometimes 
when the onset of failure has caused the systolic figure 
to fall to a normal level the diastolic value has continued 
to remain high, permitting the diagnosis of hypertension. 
Often, however, a fall in the diastolic blood pressure has 
accompanied a similar change in the systolic blood- 
pressure value, and the diagnosis then rests on a record of 
a raised blood pressure during the pre-failure period and 
the finding of cardiac hypertrophy chiefly involving the 
left ventricle. An ominous sign has appeared when heart 
failure has been added in a case of hyperpiesia. Improve- 
ment may occur for a time, but longevity can hardly be 
mentioned in connexion with prognosis. 

Digitalis is without any great reputation in the treat- 
ment of hypertensive heart failure, but it always merits 
atrial in individual cases, as it will usually produce some 
degree of improvement. Certainly it is the treatment of 
choice in. the less common instances where auricular 
fibrillation is present. 

The mercurial diuretics salyrgan and novurit hold first 
place in the treatment of hypertensive heart failure, and 
the administration of these should be augmented by pro- 


' viding organized periods of rest and a diminished intake of 


fluid (Figs. 5 and 6). 

Further, when failure has set in as a complication of 
hypertension, paroxysmal nocturnal dyspnoea (cardiac 
asthma) is a frequent accompaniment, and demands 
specific treatment in addition to the general regime 
adopted for the failure. The patient must be propped up 
in bed, and potent hypnotics such as sodium luminal, 
1} grains, or morphine 1/4 grain, administered each night 
until the general condition is improved from the use of 
diuretics. Digitalis medication should also be given a trial 
in these cases. 


AORTIC INCOMPETENCE AND AORTIC STENOSIS 


Aortic incompetence from syphilitic aortitis and endo- 
carditis invariably precipitates heart failure with a regular 
cardiac rhythm, and so does rheumatic aortic incompe- 
tence if the mitral valve has remained healthy or is only 
slightly damaged. Similarly the cardiac action is regular 
in aortic stenosis with heart failure if the aortic valve is 
the only valve affected. As in the case of hyperpiesia the 
onset of failure is a serious complication, and signals 
4 grave outlook. 


The failure associated with aortic valve disease also 
simulates hypertensive failure in that digitalis assumes 
second place to salyrgan or novurit, except in the less 
frequent instances where failure has recurred with auricular 
fibrillation. 


“CARDIAC INFARCTION 


Although arrhythmia, especially auricular fibrillation, 
8 sometimes present in cardiac infarction, in the majority 
of cases normal rhythm is preserved. The signs of failure 
May appear abruptly in this condition, and if the area of 
infarction is a large one the signs are correspondingly 
INcreased ; thus pulmonary congestion becomes prominent, 
and not infrequently crepitations are found scattered over 
oth lungs. The liver, too, may become distended early in 
ihe illness, and slight oedema of the ankles may appear. 


Treatment of the failure in this instance resolves itself 
into dealing with cardiac infarction, so that rest ensured 
by morphine is the procedure to adopt in patients in 
this group. 


CONGENITAL CARDIOVASCULAR DISEASE 


Heart failure is not a common feature of congenital 
cardiovascular disease, and pulmonary infection and sub- 
acute bacteriaemic endocarditis are the more likely com- 
plications to ensue. Cyanosis in these cases usually only 
serves to indicate the presence of a venous-arterial shunt, 
and is seldom an expression of the presence of heart 
failure. In those instances of congenital cardiovascular 
defects where cyanosis appears later in life the onset of 
heart failure may have caused cyanosis by producing a 
reversal of an existing arterio-venous shunt into a venous- 
arterial shunt. The symptoms of dyspnoea and cyanosis, 
therefore, in congenital heart disease are not commonly 
manifestations of congestive heart failure; they do not 
call for special care or treatment except in those few 
instances which show frank signs of failure. 


The cardiac rhythm continues to be regular after failure 
has set in unless congenital heart-block is present as a rare 
feature of interventricular septum defect. When failure 
has set in it is usually progressive, although adequate rest 
and treatment with mercurial diuretics and digitalis may 
produce temporary improvement. 


EMPHYSEMA AND BRONCHITIS 


Too often in the past a patient giving a history of 
a productive cough occurring mostly during winter 
months and presenting great breathlessness, cyanosis, and 
abundant adventitious sounds in the chest, has been 
regarded as a case of heart failure. More notice should 
be taken of emphysema as a common cause of extreme 
breathlessness, and less of its influence on the heart. The 
severe breathlessness associated with emphysema is the 
direct result of a diminished pulmonary ventilation, and 
is only rarely the sequence of heart failure. The effects 
of emphysema on the heart have recently received atten- 
tion. Parkinson and Hoyle (1937) determined the size and 
shape of the heart by radiology in eighty patients suffering 
from a high grade of emphysema. Enlargement of the 
pulmonary artery stem and its branches and of the conus 
of the right ventricle was present in about one-half of the 
cases. Changes due to hypertension were also commonly 
met with. About one-third showed no cardiac enlarge- 
ment. Heart failure was infrequent (thirteen out of 
eighty), and in seven of the thirteen cases hypertension 
was a feature. They stated that congestive failure purely 
from emphysema and chronic bronchitis was rare and had 
a grave prognosis, so that recurrent failure was almost 
unknown. 

Of even greater importance in the management of a 
case of heart failure is the recognition of the effects of 
emphysema and chronic bronchitis in a patient presenting 
heart disease. The occurrence in these cases of attacks 
of acute bronchitis produces an exacerbation of symp- 
toms and may cause alarm, for the breathlessness may be 
extreme and accompanied by a distressing cough with the 
voiding of thin sputum and often haemoptysis. In the 
presence of mitral stenosis and auricular fibrillation such 
symptoms have been attributed too readily to heart failure, 
and the added pulmonary signs have been erroneously 
assigned to pulmonary congestion from failure instead 
of to diffuse bronchitis and emphysema. The treatment 
of each condition is so dissimilar as to urge the necessity 
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of recognizing in many cases of heart disease this preva- 
lent “ bronchitic element,” and of deciding its influence in 
producing the symptoms before treatment is commenced. 
Adrenaline or ephedrine and a mixture containing potas- 
sium iodide, stramonium, and ammonium carbonate prove 
more beneficial than an increase in the dose of digitalis. 
It is likely, from experience with this type of case, that 
certain proprietary adrenaline-like preparations have 
gained an over-measure of trust in the treatment of all 
cases of heart failure. 


NEPHRITIS 


Heart failure is a common event in nephritis when 
hypertension is present. In chronic nephritis cardiac asthma 
is often an added feature. This frequent occurrence of 
heart failure in nephritic hypertension is not universally 
realized, particularly in hypertension of acute nephritis. 
Ellis (personal communication) found evidence of heart 
failure in twenty instances among 100 patients with acute 
nephritis, and in nine of these it was severe. The impor- 
tance of a more general acceptance of the common inci- 
dence of heart failure in nephritic hypertension is found 
in a wider application of specific remedies in these cases 
to cardiac rather than to renal failure. 


ADHERENT PERICARDIUM 


Adhesions may form between the parietal and visceral 
layers of the pericardium, partially or completely obliter- 
ating the sac, and yet produce no cardiac embarrassment 
nor result in cardiac enlargement unless valvular disease 
is present. In another group calcification of the peri- 
cardium may be added, but without symptoms. Where 
extrapericardial adhesions have bound the heart to the 
surrounding structures (mediastino-pericarditis) cardiac 
enlargement is often present, but even here coincident 
valvular disease may account for the enlargement. A 
special feature of a fourth group is the constriction of the 
superior and inferior venae’ cavae, and to a less extent 

_the heart, by adhesive pericarditis, giving rise to a 
characteristic clinical syndrome (Pick’s syndrome). The 
effects of these changes is to produce a condition com- 
parable to*that of heart failure but without pulmonary 
congestion, so that the symptom of breathlessness is never 
prominent in the initial stages. The means of recognizing 
cases in this group has been clearly detailed by Paul 
White (1935), who refers to the leading clues in the diag- 
nosis in the following order: The insidious onset of dropsy 
and oedema of the lower extremities in a young person. 
Preponderant enlargement of the liver with ascites. Undue 
prominence of the jugular veins with increase of the 
venous pressure. Absence of any heart disease or 
nephritis in a case presenting dropsy. Small and regular 
pulse with a low systolic blood pressure and pulse 
pressure. Evidence of chronic pleurisy. Calcification of 
the pericardium seen on radioscopy. Low-voltage curve 
in the electrocardiagram with flattening or inversion of 
the T-wave in one or more leads. Previous history of 
pericarditis and polyserositis. 

Pericardial resection by an experienced thoracic surgeon 
is the only method of treatment which holds promise cf 
recovery from the effects of constrictive pericarditis, and 
the number of patients who have gained benefit from this 
surgical procedure is fast increasing. 


ARTERIO-VENOUS ANEURYSM 


When a small communication has been established 
between an artery and a vein there is no demonstrable 
change in either the anatomy or function of the heart, but 


if the fistulous opening is a large one then symptoms 
and signs of heart failure develop. It is the arterio- 
venous aneurysm resulting from trauma, therefore, and 
situated in the extremities, particularly the thigh and leg, 
which specially produces changes in the heart. Here 
breathlessness and palpitation are common symptoms, and 
considerable enlargement of the heart, especially the left 
ventricle, is demonstrable on radioscopy. The pulse is 
regular, a little rapid, and is collapsing in character with 
an increase of the pulse pressure; obliteration of the 
arterio-venous shunt by digital compression raises the 
systolic and particularly the diastolic blood pressure, and 
the collapsing nature of the pulse disappears; the pulse rate 
also falls abruptly. With the fistula open the venous 
blood pressure is increased and pulmonary congestion is 
visible on radioscopy. Extirpation of the aneurysm 
causes the cardiac enlargement and the pulmonary con- 
gestion to disappear within a short period of time (see 
Figs. 7 and 8), thus providing a rare example of reversible 
cardiac enlargement. 


MITRAL STENOSIS 


Most instances of mitral stenosis showing evidence of 
heart failure present arrhythmia, usually in the form of 
auricular fibrillation, but occasionally as auricular flutter; 
in some the rhythm remains regular. It is likely that 
early indications of heart failure are invariably present 
before the onset of fibrillation, and that the adoption of 
efficient treatment during this pre-fibrillation period post- 
pones the onset of fibrillation. Once auricular fibrillation 
has become established in a case of mitral stenosis digitalis 
is pre-eminently the medicine to prescribe. In the un- 
common instances of mitral stenosis presenting prominent 
and aneurysmal dilatation of the left auricle the absence 
of gross heart failure symptoms may be a notable feature. 


THYROTOXICOSIS 


Slight cardiac enlargement occurs commonly in patients 
with thyrotoxicosis in the absence of auricular fibrillation 
and heart failure, but failure is seldom if ever present 
with a normal cardiac rhythm. Again, not all cases of 
thyrotoxic fibrillation show evidence of failure. When it 
has set in digitalis will produce some improvement, but 
subtotal thyroidectomy after adequate treatment with 
Lugol’s iodine is unquestionably the proper course to 
adopt. An attempt to re-establish normal rhythm by 
quinidine administration during the pre-operative period 
is of doubtful value. . 


COMPLETE HEART-BLOCK 


When complete heart-block is complicated by heart 
failure and when Adams-Stokes attacks are absent digitalis 
is worthy of trial because it often produces clinical 
improvement and the failure symptoms disappear without 
causing undue slowing of the pulse. In cases subject to 
Adams-Stokes attacks digitalis is contraindicated as 1 
usually increases the incidence of the attacks. 


Conclusion 


In conclusion it may be said that in the diagnosis and 
prevention of heart failure it is important to seek early 
evidence of this in patients presenting heart disease which 
can ultimately precipitate failure, and that in treatment ! 
is necessary to individualize, to treat with determination 
but not over-zealously, to prescribe remedies whose wor 
has been established by repeated and controlled clinical 
trial, to gain the full co-operation of the patient, and 
give constant encouragement. 
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LUPUS VULGARIS 


TREATMENT BY INTRADERMAL INJECTION OF 
HYDNOCARPATES 


BY 


J. EDGAR WALLACE, M.D., 


Assistant Tuberculosis Officer, West Sussex County Council, 
late of Lancashire County Council 


(WiTH SPECIAL PLATE) 


The numerous methods which have been devised for the 
treatment of lupus vulgaris bear adequate testimony to the 
obstinate nature of this disease. For this reason the 
encouraging results that have recently been obtained by 
the intradermal injection of esters of hydnocarpus oil 
deserve more widespread attention than they have as yet 
received. Leprosy workers have for some years made 
increasing use of this method in dealing with cutaneous 
lesions, and the analogy between this disease and tuber- 
culosis led to the account by Sir Leonard Rogers (1933) of 
a case of extensive lupus vulgaris successfully treated in 
this way. 

Soon after this publication treatment was commenced 
in the present series of fifteen cases, and preliminary 
teports were issued in the succeeding two years (Wallace, 
1934 and 1935). More recently Burgess (1935) has 
described a series of eleven cases, in which clinical cure 
was obtained in seven and improvement in the remaining 
four. 

Choice of Preparation 


The substance first used in the present investigation was 
that known as moogrol. This is prepared by esterizing 
the total acids of hydnocarpus oil, and consists of ethyl 
hydnocarpate and ethyl chaulmoograte, together with the 
esters of the other acids present in this oil. As reactions 
were sometimes unduly severe, iodized moogrol (contain- 
ing 0.5 per cent. of iodine) was also tried. This, however, 
seemed less efficacious, and in addition produced in the 
scar a bluish-brown discoloration of considerable per- 
sistence, 

Later, at the suggestion of Dr. T. A. Henry of the 
Wellcome Chemical Research Laboratories, both these 
forms were abandoned in favour of a third preparation, 
Phenyl-ethyl hydnocarpate. The change proved to be a 
Satisfactory one, as reactions became much less marked, 
and treatment could thus be advanced more rapidly. 
Phenyl-ethyl- hydnocarpate, which is therefore the prepara- 
tion of choice, is now on the market under the trade name 
of eulykol (Burroughs Wellcome and Co.). Its less irritant 
eflect has been made possible by eliminating the small 
uncrystallizable portion of the total fatty acids during the 
Preparation of the ester. 


Technique 


Injections are made intradermally with an ordinary 
1 ccm. hypodermic syringe fitted with an agla 240 needle 


(B.W. and Co.). This is a 3 mm. needle fitted with a 
guarded point. Patients attend weekly, and at each 
sitting a series of wheals 1/2 cm. to 1 cm. in diameter 
are raised in the lupus patches and nodules. The total 
amount of injection at any one time has not exceeded 
1 c.cm., but Burgess, using phenyl-ethyl hydnocarpate 
exclusively, has injected as much as 5 c.cm. Reactions 
can be diminished by spacing the wheals as far apart as 
possible, and no area should be injected a second time 
until all inflammatory changes have subsided. 

Lastly, it is important to avoid subcutaneous injection. 
This not only causes more severe diffuse reactions, but also 
fails to produce the desired effect, for, as Beatty (1932) 
points out, the lupoid foci are mostly in the corium, and 
there is a layer of corial connective tissue between them 
and the subcutaneous tissue. These precautions are 
particularly to be observed in lesions around the eyes, 
where swelling of the loose tissues may be greater than 
elsewhere, and may cause some concern to the patient. 


Effect of Injections 

No general disturbance of any sort has been noted. The 
injection itself is practically painless, but during the next 
forty-eight hours a certain amount of redness and swelling 
appears, accompanied by a slight degree of pain and 
tenderness. The pain lasts for one or two days only, bui 
the swelling may not subside for a week or longer. 

As treatment continues a slowly progressive flattening 
of nodules and plaques occurs, together with a disappear- 
ance of scales and crusts. The granulation tissue between 
the lupoid areas diminishes. Tiny ulcers may appear in 
and around the site of injection. A varying degree of 
redness prevails, but gradually the active lesions are 
replaced by pale smooth scar tissue. Several months may 
elapse after the cessation of treatment before the final 
effect is seen. During this time the tendency to relapse is 
no less apparent than in other forms of lupus treatment. 
Careful observation is necessary to ensure that any recur- 
rent nodules can be reinjected at the earliest possible 
moment. 

The esters of hydnocarpus oil are absorbed very slowly 
from the skin, and their effect on lupoid tissue is continued 
long after the purely irritant reaction has worn off. For 
this reason one. hesitates to regard the action entirely as a 
non-specific one, unless it be due, as Muir (1932) suggests, 
to the liberation of antigens. 


Summary of Cases 

The fifteen cases summarized in Tables I and II all 
attended a tuberculosis dispensary of the Lancashire 
County Council. Previous treatment had consisted of 
local and general artificial light therapy and occasional 
“ spiking ” with acid nitrate of mercury, but the lesions 
had mostly reached that curiously resistant stage where 
the disease appears to be neither advancing nor healing. 
All other forms of treatment were stopped at the com. 
mencement of the new method so that a fair trial could 
be made. 

The length of treatment has varied in individual cases 
from six months to three years, although, in the longer 
cases, as the condition improved injections have fre- 
quently been spaced out at fortnightly or even monthly 
intervals. Treatment has been unduly prolonged in some 
cases, since considerable caution was exercised at the 
onset owing to the experimental nature of the method. 

Progress has undoubtedly been more rapid than that 
made by artificial light treatment alone, but there is no 
reason why eulykol injections should not be supplemented 
by general carbon-are baths, as in some of the cases 
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TABLE I—Lupus Vulgaris Treated with Intradermal 
Injections of Hydnocarpates (15 Cases) 


* Approxi- 
Dura- mate Size 
of of Active 
Case| Age| Site of Dis- | Length of Areas In — Condition at 
Disease ease | Treatment | Square Centi- Present Date 
in metres 
Years 
Before | After 
1 | 35 | Neck 10 | 9 months’ 27 Nil | Quiescent (see Plate) 
2 | 29 | Elbow 14 | 3 years — | Nil | Quiescent (see Plate) 
3 | 35 | Forehead — | Much improved 
and fore- 
arm 
4 | 48 | Forearm O98 25 3 | Quiescent except for 
few nodules 
18 | Arm 10 | 6 months Nil | Quiescent 
6 | 27 | Face and 13 | 23 years 17 Nil | Quiescent 
neck 
7 | 12 | Thigh 4 9 months 9 Nil | Quiescent 
8 | 14 | Face 10 Nil | Quiescent 
9 | 39 | Face and 25 Slight improvement. 
neck Ceased treatment 
10 | 14 | Thigh 3 Mm. ws 25 Nil | Quiescent (see Plate) 


11 | 24] Neck and | 23 | 24 years 36 20 | Much improved ; 
wrist wrist quiescent. 
Ceased treatment 


12 | 11 | Cheek and ae |: oe 3 2 | Slight improvement 
ear 
13 | 29 | Face os ii (oe 18 14 | Slight improvement 
14 | 13 | Buttocks 8 18 months 19 8 Much improved. 
Ceased treatment 
15 | 39 | Wrist | Quiescent except for 
few nodules 


* Measurements are impracticable in some cases. 


TABLE II.—Summary of Results (15 Cases)t 


Quiescent, with pale healthy scars .. . 7 
Quiescent except for few active nodules ,. ee 2 
Much improved 3 
Slight improvement only 3 
a 15 

+ Three cases were abandoned for reasons unconnected with the treatment. 


Two of these (Cases 11 and 14) are included in the ‘* much improved ’’ group ; 
the other (Case 9) in the “‘ slight improvement only ’’ group. 


reported by Burgess. Reactions, too, are definitely less 
painful than those resulting from the usual caustic 
applications. 

The cost is trivial, and the technique is so simple that 
the time factor at each session is reduced to a minimum. 
Patients as a whole have expressed satisfaction with the 
treatment and have attended with great regularity—a point 
of no little significance. 


The intradermal injection of hydnocarpates, in the small 
number of cases so far available, has produced extremely 
encouraging results, and appears to offer certain advan- 
tages over other routine methods. Further clinical trials 
are awaited with interest and some degree of confidence. 


I have to express my thanks to Sir Leonard Rogers and to 
Dr. T. A. Henry for their helpful interest. I am also indebted 
to Dr. G. Lissant Cox, central tuberculosis officer, and to Dr. 
E. H. A. Pask, consultant tuberculosis officer, both of the 
Lancashire County Council, for permission to publish these 
findings. 
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IDIOPATHIC STEATORRHOEA 
REPORT OF A CASE ARISING IN ADULT LIFE 


BY 


A. M. NUSSBRECHER, M.D., M.R.C.P. 
Physician to Selly Oak Hospital, Birmingham 
AND 


F. MORTON, B.Sc., 


Biochemist to the Hospital 


It is largely due to the work of Hess Thaysen that atten- 
tion has recently been drawn to persistent diarrhoea found 
in adults in non-tropical countries. This condition has 
variously been called idiopathic steatorrhoea, non-tropical 
sprue, and “ Gee-Thaysen’s disease.” Following Hess 
Thaysen’s observations (1929) several important series of 
cases have been collected (Holmes and Starr, 1929; 
Bennett, Hunter, and Vaughan, 1932; Thaysen, 1935; 
Moore et al., 1936), whilst isolated instances, some of which 
bring new and interesting points to light, have also been 
recorded (Mackie, 1933; Fullerton and Innes, 1936). In 
the majority of the cases described the symptoms appar- 
ently originated in childhood, the diarrhoea and tetany 
recurring in adult life with intermediate periods of remis- 
sion. In many of these instances there was evidence of 
rickets, infantilism, and gross bony deformities. Bennett, 
Hunter, and Vaughan (1932) concluded from their obser- 
vations that the spontaneous occurrence of the disease in 


adult life, though not impossible, would be very rare. The 


later studies of Hess Thaysen (1935) have shown that onset 
of symptoms in adult life is not so infrequent as was 
formerly believed. The same author has stipulated as 
criteria of the disease the following four points. “ (1) an 
abnormally large quantity of fat excreted in the faeces; (2) 
a normal or in some instances a slightly increased nitrogen 
excretion ; (3) a flat blood-sugar curve ; and (4) a raised 
basal metabolic rate.” Our own case conforms with the 
first three of these points, and reveals several other inter- 
esting features which make it worth recording. 


Case Record 


Clinical History—The patient, a female 40 years of age, 
was quite well until seven years ago, when fourteen days 
after her last confinement she began to have “ dysentery.” She 
counted as many as twenty motions a day (an average of 
about fifteen), and frequently had to get up at night for bowel 
actions. She noticed the stools were offensive, greyish white 
in colour, frothy, and occasionally slimy but never blood- 
stained. She had been feeling weak and cold for a consider- 
able time, and since May, 1936, had experienced cramps if 
the hands and feet and occasionally in the abdomen. These 
cramps occurred mostly on exertion, and also appeared to be 
precipitated by the menstrual periods. While they were 
present the fingers were drawn into the palms. Her feet and 
legs had swollen, especially after she had been up for some 
time, and her face had also swollen occasionally. She had 
lost weight from 10 st. 12 lb. three years ago to a present 
average of 8 st. Her periods have been regular, but the 
actual loss only slight. 

The patient first came to our notice on August 14, 1936, 
when she was admitted to Selly Oak Hospital in an actual 
attack of tetany. Her condition then was as follows: Faitly 
well covered, colour good, no pigmentation, teeth in go 
condition. Slight oedema present over feet and lower parts 
of legs. Carpo-pedal spasm present.  Trousseau’s am 
Chvostek’s signs positive. Marked hyperexcitability of all 
muscles, including those of the tongue. Slight glossitis noted. 
Heart and lungs normal. Blood pressure 120/80. Abdomen 
was distended and rectum somewhat ballooned. The uriné 
showed no abnormality. 
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Progress and Investigations.—For the first week after admis- 
sion the number of stools (putty-coloured and offensive) 
averaged about five a day, but later dropped to one a day. 
Ammonium chloride, 30 grains t.d.s. by mouth, was sufficient 
to check the tetany in about forty-eight hours. 

On August 17, 1936, the serum calcium was 6.8 mg. and 
the plasma phosphorus 2.9 mg. per 100 c.cm. On August 
22 the red cells numbered 4,840,000 per c.mm., the haemo- 
globin percentage was 86, and the colour index 0.9. There 
was slight anisocytosis, and the average size of the red cells 
was 7.5 microns. Examination of the faeces showed no occult 
blood. The total fats comprised 34 per cent. of the dried 
material: the neutral fat was 4.8, the free fatty acids 15.2, 
and the soaps 14.1 per cent. On August 19 calcium lactate, 
30 grains three times a day, was started by mouth; on the 
25th the serum calcium was 8.1 mg. and on the 29th 8.2 mg. 
per 100 c.cm. 


A fractional test meal showed achlorhydria. X-ray exam- 
ination of the tibia with control showed no decalcification, 
and a barium enema demonstrated a marked dilatation of the 
colon. 

The patient was discharged on completion of these investiga- 
tions at her own request. — 


SECOND ADMISSION 


She was readmitted on November 17, 1936, with the follow- 
ing history: After leaving hospital she remained well only for 
about a week, when the diarrhoea returned (about eight stools 
per day). Spasms in limbs returned also, but with greater 
severity. Between the major spasms she had the sensation as 
if something were creeping under the skin all over the body. 


On readmission she was in severe carpo-pedal spasm, which 
necessitated immediate injection of 20 c.cm. calcium laevulate 
intravenously. She was then given ammonium chloride, 
30 grains t.d.s., and calcium lactate 40 grains four-hourly, but 
without apparent effect. The spasm returned on the 20th, 
when the serum calcium stood at 6.3 mg. per 100 c.cm. and 
the plasma phosphorus at 1.5 mg. Another 20 c.cm. of 
calcium laevulate intravenously brought relief, but though 
further 10-c.cm. injections were given on the 21st and 22nd, 
a severe spasm occurred on the 23rd, which was countered 
with a further dose of 20 c.cm. calcium laevulate. Ten units of 
parathormone on the 24th did not prevent another spasm on 
the following day, this being again relieved by intravenous 
calcium laevulate. Just prior to this attack the serum calcium 
stood at 6.2 and the plasma phosphorus at 2.2 mg. per 100 
ccm. Six further injections of 10 units of parathormone were 
given on alternate days, but they had no immediate marked 
effect on the leve! of the serum calcium, which on the 27th 
was still 6.2 mg., and on the day after the last injection of 
parathormone (December 7) rose only to 7.2 mg. per 100 c.cm. 
Her general condition was, however, very much improved, 
and although all administration of calcium was discontinued 
_ December 8; the serum calcium rose to 8.4 mg. on the 
6th. 

A slight oedema of the legs persisted during this period in 
hospital in spite of complete rest in bed, whilst occasionally 
her face was puffy. This oedema was found to be associated 
with consistently low serum protein values, as the following 
figures show: 


23/11/36 Total serum protein 4.9 grammes per 100 c.cm. 

8/ 12/36 ” ” ” 5-1 ” ” ” 
16/ 12/ 36 ” ” ” 4.6 ” ” ” 


* Albumin 3.5 grammes; globulin 1.5 grammes. 


The following investigations were also carried out during 
this second period of admission: : 

Glucose Tolerance Test.—Fasting blood sugar 63 mg. per 
10 ccm. After 50 grammes by mouth: 1/2 hour, 68 mg. ; 
oo. 76 mg. ; 14 hours, 88 mg. ; 2 hours, 88 mg. ; 24 hours, 

mg. 

Basal Metabolic Rate—Minus 5 per cent. of statistical 
Normal (R.Q. 0.85). 


Tue B 
Renal Function Test: 
Urea Concentration 
Vol. Urine urea Time 
Before urea .. .. 60 c.cm. 0.84 % 60 min. 
1st hour after urea.. 188 c.cm. 0.65 % 60 min. 
86 c.cm. 2.34 % 60 min. 
33 c.cm. 2.85% .. 30 min. 
Blood urea before urea by mouth during first hour, 19 mg. 
per 100 c.cm. 
Standard urea clearance, 82 per cent. of normal value 
(van Slyke). 


Blood urea during second hour after urea, 58 mg. per 


100 c.cm. 
Standard urea clearance, 89 per cent. of normal value. 


Calcium and Phosphorus Balance—The calcium intake 
during the three-day period was 0.54 gramme. The calcium 
output during the three-day period was: in urine 0.058 
gramme, and in faeces 0.761 gramme, giving a total of 0.819 
gramme. The phosphorus intake during the three-day period 
was 1.341 gramme. The phosphorus output during the three- 
day period was: in urine 0.862 gramme, and in faeces 0.865 
gramme, giving a total of 1.727 grammes. 


Daily Fat Excretion—On a diet containing 39 grammes of 
fat per day a twenty-four-hour specimen of faeces contained 
13 grammes total fat. The same dried stool contained: 
neutral fat, 9.3 per cent.; free fatty acids, 19.7 per cent. ; 
soaps, 22 per cent. 


Blood Examination——The red cells numbered 4,960,000 per 
c.mm., and the haemoglobin percentage was 96. The blood 
cholesterol amounted to 136 mg. per 100 c.cm. 


The urine indican reaction was strongly positive. 


X-ray examination of long bones with control again showed 
no evidence of decalcification. 


We are indebted to Mr. Philip Jameson-Evans of the 
Birmingham and Midland Eye Hospital, who kindly carried 
out a slit-lamp examination and found two circular opacities 
in the left lens. 


THIRD ADMISSION 


The patient was discharged on December 18, 1936, on a 
low fat diet, adequate calcium, hydrochloric acid, and vitamin 
D, but this did not prevent a recurrence of tetany, which 
necessitated readmission for the third time on January 7, 1937. 
Intravenous calcium was needed as before to check the spasms. 
During this admission we took the opportunity of confirming 
our previous findings on daily fat excretion, together with 
an investigation of the nature and origin of the excreted fat ; 
the nitrogen balance was also determined whilst the patient 
was stabilized on a fixed diet (carbohydrate 114, fat 39, 
protein 31 grammes). The results of these investigations were 
as follows. Of the 39 grammes of fat in this diet 35.6 
grammes consisted of butter, the characteristics of which were: 
saponification value 231, and iodine value (of the free fatty 
acids) 32.7. The total fat excreted per day amounted to 14.7 
grammes, and this had the following characteristics: saponifica- 
tion value 208, iodine value (of the free fatty acids), 19.6. 

Nitrogen Balance.—Intake during two days was 9.8 grammes, 
the urinary output 11.5 grammes, and the faecal output 
0.5 gramme, giving a total of 12 grammes. The negative 
balance, therefore, was 1.1 grammes per day. 

Blood examination showed 4,000,000 red cells per c.mm., 
and 76 per cent. haemoglobin. 

Blood-sugar curve-—10 grammes of glucose were adminis- 
tered in the form of a 5 per cent. solution intravenously over 
a period of fifteen minutes. The fasting blood sugar was 
95 mg. per 100 c.cm., ten minutes after the injection was 
completed it was 140 mg., half an hour later 90 mg., and 
one hour later 90 mg. per 100 c.cm. 


Discussion 
Careful inquiry into the history of our case disclosed 
no evidence of diarrhoea or tetany prior to the onset of 
the present condition at the age of 34. This instance 


therefore supports Hess Thaysen’s postulate that there is 
no reason why idiopathic steatorrhoea should not arise in 
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adult life in non-tropical countries. In common with the 
majority of cases already described our patient presents 
a persistent fatty diarrhoea, low serum calcium and phos- 
phorus, actual or latent tetany, a flat blood-sugar curve 
after glucose ingestion, marked dilatation of the colon, 
and abdominal distension. She also shows achlorhydria 
and a moderate degree of glossitis, but no evidence of any 
marked anaemia. 

In view of the recurrent tetany and the constantly low 
serum calcium, one would expect some evidence of 
skeletal decalcification, but the absence of this may perhaps 
be explained by the results of the calcium balance, which 
point to only a small loss of endogenous calcium. The 
nitrogen balance determination eliminates any possibility 
of the steatorrhoea being of pancreatic origin. Hess 
Thaysen has stressed the necessity of this investigation in 
the differential diagnosis of pancreatic and idiopathic 
steatorrhoea. Together with the urea concentration test 
the faecal nitrogen value indicates that, in contrast with 


the faulty absorption of fats and possibly of carbo- ° 


hydrates, nitrogenous products are efficiently absorbed by 
the patient. Under the existing circumstances one would 
look for some increase in the nitrogen metabolism, and it 
is probable that the loss of weight and the low serum 
protein value with its associated oedema are evidence of 
protein malnutrition, resulting not from any disturbance 
in digestion or absorption, but from a relative insufficiency 
of protein intake. 

The interpretation of the results of the inquiry into the 
nature of the faecal fat is admittedly difficult, owing to 
lack of published data. The character of the excreted fat 
differs considerably from that of the ingested butter, indi- 
cating that total faecal fat measurements cannot be 
regarded as a quantitative index of the absorptive power 
of the intestine towards fats. The fact that the iodine 
value of the faecal fat is lower than that of the ingested 
butter is suggestive of its being derived from the food and 
not from endogenous fat, the iodine value of which is 
_much higher. This would support the usually accepted 
theory that the steatorrhoea in such cases is due to defi- 
ciency in intestinal absorption rather than to the alternative 
possibility Of derangement in the mechanism of excretion 
from blood into the intestine. 

Treatment of our patient has been inane: In 
spite of adequate doses of calcium, vitamin D, hydro- 
chloric acid by mouth, and a low fat diet relapses continue 
to occur, and it appears that the only measure which 
checks the diarrhoea effectively is complete rest in bed. 


Summary 


1. A case of idiopathic steatorrhoea originating in adult 
life is described. 

2. A surprisingly good general condition of the patient 
and absence of bone decalcification in spite of persis- 
tently low serum calcium are noted. 

3. Evidence is brought forward showing that absorption 
of fat and carbohydrate is inefficient, while that of protein 
is normal. 

4. Persistent oedema associated with low serum protein 
is observed, and an explanation for this is suggested. 
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THE CULTIVATION OF MYCO. TUBER- 
CULOSIS FROM HUMAN SPUTA 


BY 


J. F. D. SHREWSBURY, M.D., D.P.H. 


AND 
J. BARSON 


(From the Bacteriological Department, University of 
Birmingham) 


The routine laboratory examination of sputum from 
suspect cases of pulmonary tuberculosis consists of the 
microscopical examination of appropriately stained films 
of the sputum. This is the only method recognized by 
the tuberculosis authorities for which they accept the 
financial responsibility. Every laboratory worker knows 
that it is only of use in positive cases and that a negative 
microscopical report on a single sample of sputum is of 
no diagnostic value. It is interesting to compare the 
reliance placed on the microscopical method in tubercu- 
losis to the present position in regard to the laboratory 
diagnosis of diphtheria, yet there is no valid reason 
why cultural examination of sputum and other morbid 
materials for Myco. tuberculosis should not be practised 
as a routine procedure and be recognized as equal in value 
to the cultivation of C. diphtheriae from throat swabs, ete. 
Given a reasonably simple and effective technique, the 
examination can be incorporated in the ordinary routine 


work of the laboratory ; Myco. tuberculosis is not a difli-- 


cult organism to cultivate, though it is a slow grower even 
under optimum conditions. 

We have tested the following technique over the past 
two years and have found it suitable for the routine 
cultural examination of sputum. Before incorporating the 
method in our routine work we carried out a large 
number of control cultivations on morbid materials in 
which Myco. tuberculosis was found by microscopical 
examination. This method yielded 100 per cent. positive 
cultural isolations from tuberculous sputum, cerebro-spinal 
fluid, faeces, urine, and pus. Having thus established to 
our satisfaction the value of the method, we then pro- 
ceeded to apply it to the examination of a series of sputa 
that were negative for Myco. tuberculosis on microscopical 
examination. 


Technique 


Any volume of sputum up to a maximum of about 
5 c.cm. is thoroughly mixed with an equal volume of 
4 per cent. caustic soda solution. The mixture is it 
cubated at 37° C. for thirty minutes and is then centrifuged 
—in our case for one hour at 3,000 r.p.m. (The speed 
and time of centrifugation can probably be safely varied 
to suit individual convenience so long as the entire 
quantity of particulate matter is firmly packed at the 
bottom of the tube.) The supernatant fluid is then care- 
fully decanted and the deposit rendered neutral to litmus 
with 4 per cent. hydrochloric acid. As a rule about five 
drops of acid are required to neutralize the deposit from 
an initial volume of 5 c.cm. of sputum. The deposit is 
then thoroughly mixed up with a sterile glass rod and is 
thickly sown on to the selected medium. 

Three media have been tested in the course of our work 
—namely, Léwenstein’s, Petroff’s and Petragnani’s—em- 
ploying the method of preparation described by Jamiesoo 
(1936). All three media have given successful results, bul 
we have found Léwenstein’s to be the best for routin¢ 
use. In our experience different strains of Myco. tuberci- 
losis have varied in their preference for these media, bul 
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all the strains we have isolated have grown readily on 
Léwenstein’s medium. The way in which the medium 
is used appears, however, to be a determining factor in 
the cultivation of the bacillus in some cases at least. 
Medium slanted in test tubes is generally unsatisfactory, 
and has often given no growth when parallel cultures put 
up in screw-capped bottles, as recommended by McCartney 
(1934), have shown good growth. We therefore strongly 
advocate the routine use of these bottles as containers 
for the selected medium. The cultures are of course in- 
cubated at 37°C. Growth is usually visible in twenty- 
one days, but even when no colonies are visible at the 
expiration of this period there may be a good growth 
of Myco. tuberculosis as an extremely thin film on the sur- 
face of the medium. No cultures should therefore be 
discarded as negative until they have been examined 
microscopically, since transplants from these film growths 
grow vigorously and typically. 


In our series of negative microscopical sputa examined 
culturally we have included only those which contained 
purulent matter ; purely mucoid and salivary specimens 
were not considered. Up to the present we have examined 
135 specimens, from which we have cultivated acid-fast 
bacilli—with the morphological and cultural characters 
of Myco. tuberculosis—in twenty-nine cases (21.4 per 
cent.). Most of these cultures have not yet been sub- 
jected to the biological test, but two of them have been 
inoculated into guinea-pigs because their extreme chromo- 
genicity gave rise to some doubt about their identity. 
In both cases the inoculated animals showed the character- 
istic picture of experimental tuberculosis when they were 
killed, and typical acid-fast bacilli were found in film 
preparations from the affected lymphatic glands. 


Results of the Investigation 


From the above findings it is evident that in 21 per 
cent. of cases the ordinary routine laboratory test for 
pulmonary tuberculosis failed to give information that 
is of vital importance both to the individual and to the 
community. Tubercle bacilli can only be discovered with 
certainty by microscopical examination when they are 
present in large numbers in the sputum, but cultivation 
can detect them when they exist in very small numbers. 
In the early stages of pulmonary tuberculosis the bacillus 
will only be found in small numbers in the sputum. 
These are just the cases in which a positive laboratory 
diagnosis is of the greatest value, and which are most 
likely to be missed by a purely microscopical examination. 

The positive cultural findings in most of our twenty- 
nine isolations were accepted by those who submitted the 
specimens to us as: agreeing with or confirming their 
clinical findings. In three cases, however, we were in- 
formed that there was no clinical evidence of phthisis, 
and that the cultural findings could not be accepted. 
We were not informed why, in the complete absence of 
any suspicion of phthisis, the sputum should nevertheless 
be sent to the laboratory for examination for Myco. 
tuberculosis, but possibly the examination was requested 
as a placebo for the relatives. Assuming that in these 
three cases the clinical opinion is correct, and that no 
focus of tuberculosis exists in the thorax, the isolation 
of the bacillus from the sputum raises the very interesting 
Possibility of the “carrier,” either temporary or perma- 
nent. Carriers of Myco. tuberculosis certainly exist, and 
ina population with a high degree of acquired resistance 
they should theoretically be numerous, but their relation 
o the present incidence and distribution of tuberculosis 
is not known and is never likely to be known so long 


as the microscopical test is accepted as the routine pro- 
cedure by the tuberculosis authorities. The institution of 
a routine cultural examination of all purulent sputa that 
are microscopicaily negative would, we believe, throw light 
upon this important problem and lead to the recognition 
of those early cases in which there is some hope of perma- 
nent cure by efficient treatment. 


The Fermentative Reactions 


An additional feature of our study has been an exam- 
ination of the sugar fermentation reactions of Myco. 
tuberculosis. Our investigations are at present not far 
advanced, but as they may be of some value to workers 
interested in systematic bacteriology, and as the pressure 
of routine work makes it extremely unlikely that we shall 
be able to complete them in the near future, we include 
them here. The lack of information about the fermenta- 
tive characters of Myco. tuberculosis has been due to the 
difficulty experienced in finding a simple yet satisfactory 
basic sugar-free liquid medium that wiil support the 
growth of the bacillus. One of us (J. B.), after numerous 
trials, has evolved a medium which appears to satisfy the 
necessary requirements. This medium is prepared as 
follows. The white of one egg is thoroughly mixed with 
200 c.cm. of tap-water. The mixture is then boiled for 
five minutes, filtered through a thin layer of cotton-wool, 
and cooled. One per cent. of sugar and 3 per cent. of 
litmus, or 1 per cent. of Andrade’s indicator, are added, 
and the medium is put into small screw-capped bottles 
containing gas tubes and sterilized. In this medium most 
of the strains of Myco. tuberculosis that we have tested 
have grown slowly but quite vigorously at 37°C. The 
fermentative reactions have begun after some three weeks’ 
incubation. We have kept our cultures for an arbitrary 
Standard period of six months, comparing them with 
uninoculated controls, none of which has shown any 
appreciable change in reaction over that period. Up to 
the present we have tested thirty strains of Myco. tuber- 
culosis, isolated from various human sources, upon the 
four sugars, dextrose, lactose, mannite, and saccharose. 
Four of these strains failed to grow in any of the sugar 
media. Of the remaining twenty-six all have produced 
acid without gas in lactose, twenty-five have produced acid 
without gas in dextrose, twenty-one have given the same 
reaction with saccharose, and three have attacked mannite. 


We wish it to be clearly understood that our investiga- 
tions are only in a preliminary stage; we have not had 
an opportunity of checking them properly, and we are 
therefore not certain that they are accurate. We hope, 
however, that some other worker with more time for re- 
search may be sufficiently interested to pursue this in- 
vestigation further. 
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Dr. C. Claoue (39, Rue Scheffer, Paris) has resumed the 
issue of the periodical L’Activité Scientifique et Médicale 
in typescript form. The May number contains a brief 
account of the German Congress of Surgery in Berlin 
from March 31 to April 3, a programme of the coming 
Reunion Médico-Chirurgicale de Morphologie in Paris on 
May 19, a summary of the contents of the fourth (Decem- 
ber, 1936) bulletin of the last-named society, and an 
announcement of the arrangements being made to promote 
associations between the universities of France and 
Germany. 
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ADVANCED EXTRA-UTERINE PREGNANCY 


BY 


A. PATRICK, M.B., F.R.C.S.Ed. 


Honorary Assistant Surgeon, Hull Royal Infirmary 
(WiTH SPECIAL PLATE) 


Extra-uterine pregnancy is not a very common condition, 
although within the last two decades it appears to have 
become more frequent, this probably being due to greater 
accuracy in diagnosis. Advanced extra-uterine pregnancy 
is, however, still a rarity, and the following case is worthy 
of mention from that point of view alone. 


Case Record 


Mrs. X., aged 33 years, was admitted to hospital on 
September 12, 1935, suffering from severe abdominal pain, 
sickness and vomiting, and collapse. The previous history 
showed that she was well advanced in pregnancy. Her last 
menstrual period commenced on April 16, 1935. During the 
first few months of pregnancy she complained of severe sick- 
ness and vomiting, which was always accentuated at the 
suppressed menstrual periods. After the third month the 
nausea and vomiting became much less. During the second 
and third months of pregnancy she had several what she 
termed bad attacks of lower abdominal pain, associated with 
an increase in the sickness and vomiting. The abdomen just 
above the pelvis was always very tender to the touch. At no 
time during the pregnancy was there any uterine haemorrhage. 


Past History—The patient had been married for six years, 
during which time she was never pregnant. She had 
consulted her family doctor about her sterility, and, in fact, 
it had been suggested that she should have a dilatation and 
curettage. Her menstrual history was that the menses were 
always regular—every twenty-eight days and lasting six to 
seven days. There was no history of leucorrhoeal discharge 
or of any frequency of micturition. She had always enjoyed 
perfect health, and there have been no previous serious illnesses. 


Examination.—The patient looked extremely ill. She was 
absolutely blanched, and her respirations were of a sighing 
character. Every time she attempted to sit up in bed she 
collapsed. Her pulse rate was 120, rapid and feeble. Her 
tongue was gry and she complained of great thirst. Her 
conjunctivae were practically colourless. She had severe 
abdominal pain associated with sickness and vomiting. The 
abdomen did not move on respirations. There was a full- 
ness of the lower abdomen in the middle line. The 
abdomen was held very rigid, and she complained of the 
greatest tenderness in the left iliac fossa. On vaginal exam- 
ination, which was extremely difficult owing to the rigidity 
of the abdominal muscles, one could palpate a large mass 
filling the pelvis; this I considered was the normal pregnant 
uterus. Other signs of pregnancy were well advanced. 


Diagnosis——It was obvious from an examination of the 
patient that the condition was a very acute one, and that she 
was suffering from internal haemorrhage, which I considered 
was due to a ruptured uterus. The fact that she had had 
no uterine haemorrhage during the. pregnancy, and that the 
pregnancy was so advanced, made me disregard the probability 
of this being a ruptured ectopic gestation. However, the 
seriousness of the condition was realized, and I advised 
immediate operation. 

Operation.—On September 12, under general anaesthesia, the 
abdomen was opened through a lower mid-line incision. On 
reaching the peritoneum I noted the bluish-black coloration 
behind it indicative of intraperitoneal haemorrhage. On 
opening the peritoneum I found the abdominal cavity filled 
with partly clotted and partly fluid blood. In the lower part 
of the wound was a large mass, and through a tear in the free 
surface of this mass could be seen a foetus covered by the 
amniotic sac. On further examination it was found that this 
was a large ectopic gestation. The uterus was slightly enlarged 
and congested. Both ovaries were normal. I resected the 


grossly distended Fallopian tube, and then, hastily removing 
all the large pieces of blood clot, closed the abdomen. No 
intravenous saline was given, and the patient rapidly im- 
proved ; within two weeks she had made a complete recovery. 


Specimen 
The large mass to the left as shown in the photograph 
is the grossly distended Fallopian tube. The placenta with 
the vessels running over its surface can be plainly seen, 
firmly attached to the Fallopian tube. The amniotic sac 
was opened and the foetus placed in this position in order 
to photograph it (see Special Plate). 


Commentary 


According to Schumann ectopic gestation occurs in 
only | in 267 pregnancies, or 0.38 per cent. The age 
incidence, according to Wynne, is between 24 and 33 
years. 

The position of the gestation varies. It can therefore be 
(1) cornual, (2) isthmial, (3) ampullary, (4) tubo-ovarian, or 
(5) ovarian. The commonest type is the ampullary, into 
which category this case belongs. This part of the tube 
is capable of great distension, and allows an_ ectopic 
gestation to develop much further than any other part. 

Numerous conditions, such as inflammation in the lower 
pelvis, salpingitis, diverticulitis, and appendicitis, have been 
found to be predisposing factors to ectopic gestation, but 
in this case no history could be obtained of any such cause, 
nor was there evidence of anything pathological in the 
other tube. 
might well have been the case here, but I have no proof. 

It is common in cases of ectopic gestation to find that 
there is some history of sterility. Farrar quotes 16.6 per 
cent. of cases in which ectopic gestation followed a long 
period of sterility, and 30 per cent. in which there had 
been one previous child. 

One interesting feature in the present case was the 
absence of the atypical menstruation as described by 
Bandler. In the majority of cases some slight uterine 
haemorrhage is complained of, but here the patient 
strongly denied that there had ever been any. 

Schumann states that the greater proportion of ectopic 
pregnancies rupture at the eighth week, and that very few 
continue after the twelfth week of pregnancy. The most 
interesting point about the case here recorded was the fact 
that the pregnancy developed up to nearly five months. 


I wish to express my indebtedness to Dr. D. Stenhouse 
Stewart, who took the photograph. 


L. T. Davidson, K. K. Merritt, and T. T. Chapman 
(Amer. J. Dis. Child., January, 1937, Part I, p. 1) gave 
eighteen premature and fifteen full-term infants irradiated 
evaporated milk during the first six months of life to 
determine the degree of protection from rickets afforded by 
this means alone. Judged by x rays, none of the eighteen 
premature infants were entirely free from rickets; SIX 
showed slight, nine moderate, and three marked rickets. 
Of the fifteen full-term infants, four were free from 
x-ray signs’ of rickets throughout the period of the study, 
one had moderate rickets, and in the other eleven there 
was only slight rickets. In the group of premature infants 
in this study, who were given irradiated evaporated milk 
as their sole source of vitamin D, the rickets tended to 
develop earlier than in the full-term infants. Irradiated 
evaporated milk has been shown to be considerably less 
efficacious for the protection of the premature infant 
against rickets than is metabolized vitamin D milk. When 
the two are given under identical conditions the inferiority 
of the irradiated milk is believed to be due entirely t0 
the smaller concentration of vitamin D units. 


Congenital anomalies are often cited, and this _ 
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PRONTOSIL BY THE INTRAPLEURAL 
ROUTE 
TWO CASES OF STREPTOCOCCAL EMPYEMA 


BY 


JAMES L. BROWN, M.B., M.R.C.S. 
Resident Medical Officer, Birkenhead Municipal Hospital 


(WiTH SPECIAL PLATE) 


Now that the spate of writing for and against prontosil 
has fined down to a clearer stream it may be opportune 
to report two cases in which the dye was used with con- 
siderable success in the pleural cavity. 


These two cases are interesting in that they both 
occurred after influenza, both patients were in extremely 
poor general condition (in one case there were several 
complicating factors) and in both the favourable progress 
could be attributed directly and almost entirely to 
prontosil. 

Case I 


A married woman, aged 39, was admitted to the Birkenhead 
Municipal Hospital on January 28, 1937, with a five-days 
history of “influenza.” She had several rigors at the onset of 
her illness, and these were followed by joint pains, backache, 
headache, anorexia, and nausea. On the day before admission 
a severe pain had commenced in her left chest and she was 
beginning to be short of breath. She was two months preg- 
nant. Her previous ailments included erysipelas two years 
earlier, for which she had had anti-streptococcal serum intra- 
venously. 

On examination the patient was in poor condition, pale, 
cyanosed, and dyspnoeic. Her temperature was 102.8°, the 
pulse rate 126, and the respiratory rate 38. Her physical signs 
were those of left basal pleurisy with commencing consolida- 
tion of the middle and lower zones of the left lower lobe. 
Her urine contained a trace of albumin, but no pus, organisms, 
or casts. During the next five days the temperature fell by 
lysis, but her general condition remained poor. She was 
listless and strange in manner, and at times appeared to be 
in a low delirium. The albumin in her urine increased, and 
a specimen taken a week after admission showed many leuco- 
cytes, some red blood cells, squamous epithelial cells, and 
coliform bacilli. By this time she was tender in the left renal 
angle, and a diagnosis of pyelitis complicating an influenzal 
pneumonia was made. 

On February 6 she passed an abortion of about ten weeks’ 
development, with very little post-partum loss. Contrary to 
expectation, no symptoms of retained products or pelvic infec- 
tion followed, and the abortion had very little effect on her 
general condition. For the pyelitis a course of mandelix was 
instituted, and her urine cleared completely within the next 
two weeks. 


About four weeks after admission the patient’s temperature 
began to swing and her respiratory distress returned. She 
was found to have a left basal pleural effusion, the presence 
of which was confirmed by radiograph taken by a portable 
x-ray apparatus (Plate, Fig. 1), and on diagnostic aspiration 
on March 2 a thin purulent fluid was found. This was seen 
to be streptococcal on culture, and her general condition 
Showed signs of toxaemia. Prontosil tablets were given orally 
With a view to preventing septicaemia, as the pus was too thin 
to allow the formation of mediastinal adhesions preparatory 
to rib resection. On March 6 the pus was found to be very 
thick, and it was agreed that rib resection should be under- 
taken at a suitable date. In order to diminish the infectivity 
of the pus, which again gave an almost pure growth of 
streptococci, 5 c.cm. of prontosil soluble were injected into the 
Pleural cavity, after distress had been eased by removal of 
4 oz. of pus by a syringe. Three days later, on further aspira- 
tion, the pus was slightly thinner and was taking on the colour 
of the red dye. Cultures from this pus were sterile. The 
Patient’s condition greatly improved, and at further aspiration 


four days later 3 oz. of very thin red turbid fluid were 
removed. This again was sterile. The procedure was repeated 
at intervals, with the complete disappearance of pus and re- 
expansion of the lung. On April 1 her chest was pronounced 
clear, and a radiograph taken on that date demonstrated com- 
plete absence of fluid (Fig. 2). All her symptoms had dis- 
appeared, she was several pounds heavier than on admission, 
and her urine and sputum were satisfactory. As this radio- 
graph had shown a “pleural ring” a bronchography was 
undertaken by me, and the ring shown to be an emphy- 
sematous bulla in a normal bronchial tree, with no evidence 
of the bronchiectasis which so often follows influenzal pneu- 
monia. The patient was discharged in excellent condition on 
April 10, 1937. 
Case Il 


A married woman, aged 37, was admitted to Birkenhead 
Municipal Hospital on February 12, 1937. She gave a history 
of the onset of pneumonia five days previously, following an 
attack of influenza. 

On admission her temperature was 101°, the pulse rate 100, 
and the respiratory rate 32. She was pale, dyspnoeic, and 
slightly cyanosed. Her physical signs were those of complete 
consolidation of the left lower lobe with a small pleural 
effusion. On aspiration this was clear and slightly straw- 
coloured. The size of the effusion increased, and on February 
16 a further aspiration showed the effusion to consist of a 
thick creamy pus. Culture from this pus showed strepto- 
cocci only, and after aspiration of 12 oz. all distress dis- 
appeared. A radiograph after this aspiration showed a small 
amount of fluid surmounted by a zone of consolidation which 
was thought to be tuberculous. Repeated examinations of the 
sputum for tubercle bacilli were negative, and the empyema 
gradually increased, the organism found at each aspiration 
being the streptococcus. 

On March 8, 12 oz. of thick pus were aspirated, and as all 
the sputa had been negative for tubercle bacilli it was decided 
that rib resection in the near future was indicated. As in the 
previous case, 5 c.cm. of prontosil soluble were injected into 
the pleural cavity in an effort to minimize the risk of infection 
at operation. Three days later the pus was found to be 
thinner and red in colour, and on culture showed no growth 
of organisms. The pus was seen in subsequent aspirations to 
become progressively thinner, and finally no fluid could be 
obtained on aspiration. Specimens from each aspiration were 
sent to the laboratory, but no organisms were found after the 
injection of prontosil. The consolidation gradually resolved, 
and the patient was discharged on April 14 with no clinical or 
radiological traces of her illness other than a slight thickening 
of the pleura at the left base. 


Conclusions 


1. Both these patients, who were extremely ill, were 
saved from any operative procedures. 

2. In both cases the recovery was complete. 

3. In both the organism was the streptococcus, and the 
improvement immediately followed the injection of pron- 
tosil. 

4. It is reasonable to assume that this hitherto un- 
published route of administration of prontosil has a place 
in the treatment of streptococcal empyema. 


1 am indebted to Dr. R. A. Grant, medical superintendent 
of Birkenhead Municipal Hospital, for permission to report 
these cases. 


D. Glibert (Brux. méd., March 21, 1937, p. 779) reports 
nine recent cases of benzol poisoning in female workers 
employed in Belgian mirror factories to varnish mirrors 
which have been silvered: the second protective coat of 
varnish applied after silvering is a solution of gum-resins 
in benzol. Three deaths have occurred so far. The clinical 
picture is one of wasting, multiform small and large 
haemorrhages, and severe aplastic anaemia. 
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Partial Extra-uterine Pregnancy 
(WiTH SPECIAL PLATE) 


On September 4, 1935, I saw a female patient, aged 27. 
She was pregnant and roughly at full term, and had 
spasmodic pains referred to the right iliac fossa which 
had lasted six days, becoming more severe during the last 
two days. There had been no “show.” On examina- 
tion it appeared that the presentation was a transverse 
one with the buttocks in the right iliac fossa. The os 
was not dilated. Caesarean section had been performed 
in February, 1932, but she was not aware of the reason. 
As the patient was somewhat exhausted with the pains, 
and in view of the fact that the presentation was a trans- 
verse one, and that the os was still closed, I decided to 
send her into hospital for Caesarean section. 


OPERATION 


At operation a very interesting state of affairs was revealed. 
A mid-line incision was made, and on incising the peritoneum 
1] was surprised to come down straight on to the child’s 
buttocks and lower limbs. The child was delivered with very 
little difficulty, and then one could see what had happened. 
The old scar in the uterus had “ gaped” and the sides of the 
gap had become adherent to the parietal peritoneum. The 
child’s buttocks and legs were outside, and the head and 
upper part of the body were inside the uterus. The placenta 
was mostly in the uterus, but part of it extended over the 
right edge of the gap. As the gap was so wide and the 
edges “rounded off” a hysterectomy seemed the most reason- 
able thing to do. This was done, and both mother and child 
made an uneventful recovery. 


There was a fairly deep open sore running across the 


outside of the child’s left thigh in the region of the 
trochanter, and this was apparently due to pressure on 


- the edge of the gap in the uterus. At the end of three 


weeks this healed satisfactorily and really left very little 
deformity., The only other feature was that the child had 
slightly clubbed feet, but these also fully recovered at the 
end of three weeks’ daily manipulation. 


COMMENT 


The photograph (see Special Plate) shows the gap in 
the uterus and the “‘ rounded edges.” It would seem that 
the child must have grown through and stretched the old 
scar in the uterus during the period of gestation. It 
appears that this must have been a gradual process, as 
so far as I have been able to elicit from the patient the 
pregnancy followed a normal course, with no unusual 
symptoms suggesting a sudden rupture. 

EpGar P. WarterS, M.B., F.R.C.S.Ed., 


Hon. Surgeon to Out-patients, 


Barrow-in-Furness. North Lonsdale Hospital. 


A Case of Vesico-colic Fistula 


A case with certain striking features came under my 
observation for the first time some years ago, and I 
have had an opportunity of seeing the patient from time 
to time since. 

CASE REPORT 


A man aged 58 came to see me in the first instance com- 
plaining of swelling of the right testicle. I found him to be 
suffering from epididymo-orchitis on the right side, but was 
unable subsequently to discover any connexion between this 
inflammatory condition and the events which followed. The 
urine contained pus and many threads, and rectal examination 


revealed no prostatic enlargement, though there was some 
thickening of the bladder base above. I prescribed the neces- 
sary treatment for his testicular condition, and did not see 
him again for four months. On the occasion of this second 
visit he complained of the faecal odour of his urine, which he 
said he had noticed on and off for several weeks. A specimen 
of his water was chocolate-coloured and had a strong faecal 
smell. 

Cystoscopy showed a recess at the junction of the left lateral 
and posterior walls of the bladder, and intravenous urography 
revealed slight dilatation of the left ureter, otherwise the urinary 
tract appeared normal. A barium enema made it quite clear 
that diverticulitis was present in connexion with the pelvic 
colon. In the circumstances I recommended that the patient 
should have a colostomy. This was not carried out until five 
months later, when another surgeon performed the operation. 
Immediate relief from the urinary symptoms resulted from this 
intervention: evidence of faeces in the urine slowly disappeared, 
but about six weeks after the operation spasms of pain were 
felt in the bladder. As time went on these were increased, 
and urgency and frequency slowly became more and more 
prominent. 

I did not see the patient again, however, until nine months 
following his colostomy, when his condition was truly pathetic, 
for he screamed with pain every time he micturated. He had 
been suffering such agony on passing water that his doctor had 
found it necessary to give him morphine daily over a period of 
some months. At the time I saw him actually he had been 
having 8 grains daily. 

Cystoscopy showed vesical calculi to be present in the 
bladder. Litholapaxy was contemplated, but I found that in 
trying to distend the bladder the fluid simply ran out through 
the colostomy opening. I was therefore forced to carry out 
suprapubic lithotomy in spite of the presence of his sub- 
umbilical colostomy. Three stones were removed, the largest 
the size of a plum, the other two just a little smaller. After 
removal of the stones the patient did well, and there was no 
difficulty in getting him quickly off the morphine, as the cause 
of his distress had now gone. 

The connexion between the bladder and the bowel must 
have closed eventually, because six months after my operation 
I was called out to see this patient again with acute retention 
of urine. The colostomy was still functioning well and there 
was no question of urine escaping at this time through the 
opening. I relieved his retention by catheterization, and took 
the opportunity of dilating the bladder neck with a large sound. 
This apparently had a beneficial effect, for he subsequently 
passed water freely. At this stage there was no sign of any 
faecal content in the urine. 


COMMENTARY 


One fact which is perhaps of academic rather than 
practical interest is that although faecal material had been 
entering this patient’s bladder for many weeks without 
interruption at no time was there the slightest evidence 
of pyelonephritis. Such an experience seems to give 4 
very definite answer in the negative to the question, 
“Does infection ascend to the kidney from the bladder 
by way of the lumen to the ureter?” If such a route is 
a common one surely the circumstances in this case weft 
ideal for infection to occur in this way. Actually I would 
go so far as to say that I was particularly struck with 
the appearance of good health of the patient during the 
time that his vesico-colic fistula was allowing a free comr 
munication between the bowel and the bladder. 

It is now two and a half years since I last saw this 
patient, and I have just heard from. him—four years after 
the colostomy—that he is in excellent health, he has had 
no further difficulty in passing his water, there has beet 
no recurrence of faecal contamination of the urine, and 
the colostomy is working well. 


H. P. Winspury-WuiteE, F.R.CS. 
Surgeon, St. Paul’s Hospital. 


London. 
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Injection Treatment of Hernia 


The injection treatment of hernia has definitely established 
its value. The following clinical history is illuminating. 
A man aged 65 years consulted me on July 28, 1936. 
Twenty-two years previously he had developed an inguinal 
hernia. In 1933 he underwent an operation for strangula- 
tion. A few months later the hernia recurred. Again, in 
1934, a herniorrhaphy was performed. In a short time 
the hernia once more reappeared. Both operations were 
done by competent surgeons. Examination revealed a 
right inguino-scrotal hernia. The injection treatment was 


commenced on July 31, 1936. The sclerosing fluid 


obturatin was used. It is prepared according to Mayer’s 
formula. The injections were given at weekly intervals. 
Except for the first, which was 0.5 c.cm., the amount of 
obturatin injected at each treatment was | c.cm. The 
necessary surgical technique for the successful performance 
of this procedure was very carefully observed. One may 
briefly mention that the needle was inserted vertically over 
the site of the internal ring until the point was felt to 
pierce the aponeurosis. 


The final injection was given on December 2, 1936. On 
January 27, 1937, the hernia being now cured, the patient 
discarded his truss. 


Interesting features in this case are: (a) the patient had 
been twice previously operated on for hernia ; (b) his age 
in no way interfered with the success of the treatment. 


Auckland, N.Z. J. P. Hastincs, M.D., M.R.C:S. 


Birth by the Rectum 


I think the following case report may prove of interest. 


A young married woman was admitted to the Hindu 
Maternity Home on January 30, 1937, at 1.30 p.m., as an 
emergency case. She was aged 22, and this was her second 
confinement. She was brought to the hospital after the native 
dai had told her relatives that there was no passage for the 
child to be born. On admission she had no uterine pains, and 
was therefore kept as a waiting case. 


Examination revealed that the vaginal canal was only an 
inch and a half in length, and that it ended blindly. The 
cervix could not be felt. Her first labour had been about two 
years previously, and I thought that there might have been a 
serious tear during her first labour and consequent fibrous 
union of the torn parts. On rectal examination the cervix 
was found opening into the rectum. She was kept under 
Observation until 11 p.m., when I was sent for by our house- 
Surgeon as she was having severe pains. The membranes 
bulged out through the rectum, and almost immediately rup- 
tured. Before we could take any surgical measures there 
was spontaneous birth of a living child, which died imme- 
diately afterwards. The child was born not through the 
Vagina but through the rectum. There was an extensive 
perineal tear. 

Her constipation was left unrelieved for the first five days 
in order to prevent infection of the tear by faecal matter. 
The lochial discharge was normal and regular. On the sixth 
day she was examined. The cervix could be seen easily 
through the anal canal. 


It would seem that the first delivery also must have 
taken place through the rectum. There was no incon- 
tinence of urine or faeces, and the external appearance 
of the vagina is quite normal. 


J. B. PateLt, M.B., B.S., 


Honorary Chief Medical Officer, 
Hindu Maternity Home, 
Navsari 


Bombay, India. 


Reviews 


HUMANISM AND MEDICINE 


Humanisme et Médecine. By Joseph Okinczyc. (Pp. 140. 

12 fr.) Paris: Labergerie. 1937. 

The Oxford English Dictionary gives four quite distinct 
meanings for the word “ humanism.” The sense in which 
Dr. Joseph Okinczyc uses it in his.book Humanisme et 
Médecine is the least technical of these—that defined in 
the dictionary as “the character or quality of being human; 
devotion to human interests ”"—and yet even this does not 
indicate quite the connotation which the author attaches to 
it unless it be remembered constantly and prominently 
that the “soul” is as essentially part of the “ human” as 
is the body or mere intelligence. He emphatically does 
not mean “a system of thought or action which is con- 
cerned with merely human interests (as distinguished from 
divine) or with those of the human race in general (as 
distinguished from individual)” or “ devotion to literary 
culture,” though he has a section in which he insists on the 
value of the study of “the humanities ” in the latter sense 
for the practitioner of medicine. 

It is a short book, but excellent of its kind. In scope it 
covers, though not so- fully except as regards one matter, 
much the same ground as the central chapters of Sir 
Henry Brackenbury’s Patient and Doctor, dealing with the 
essentials of the relations, ideal and actual, between those 
two persons as individuals, with the reasons for maintain- 
ing these essentials at all costs, and with the way in which 
communal or social medicine should be developed strictly 
within its own sphere so that it shall not violate them. 
In his treatment of the subject and in his style the author 
admirably displays those French characteristics which we 
have learned to value so highly—a strict and consistent 
logic, a remarkable succinctness of expression, and a 
power of indicating with few words important shades of 
thought and meaning. 

The one matter above referred to with which the author 
deals fully and effectively, but at perhaps somewhat dis- 
proportionate length for so small and comprehensive a 
book, is the question popularly posed as “ Should a doctor 
tell? —‘‘le secret médical.” He will allow no com- 
promise or exception to this. It can never be “ relatif ” ; 
it must always be “ absolu”; and the reasons leading to 
such an intransigent position could not be more effectively 
set out. If there be in any individual case a conflicting 
public interest, this in its turn is overpowered by the 
still more cogent public interest of the preservation of 
inviolate secrecy. In general, the author’s main points as 
to the conception of the patient both as a unique human 
personality and as a unit in a human community; as to 
free choice by doctor and patient ; as to effective medical 
practice being a question of sympathetic and knowledge- 
able human contact and not a semi-mathematical colloca- 
tion of a number of laboratory results or specialist reports 
—these and others are not new, though there is a section 
of public opinion and even of medical opinion which seems 
to disregard them or to minimize their importance ; they 
are nevertheless most effectively and often epigram- 
matically made. Two examples which seem to the 
reviewer particularly noteworthy may be quoted: 

Le médecin “va se donner sans compter, sans mesurer le 
service rendu, sans se préoccuper d’autre chose que de la fin 
propre de l’acte médical, qui est la guérison du malade. Au 
libre choix du malade, il répond par un libre don de lui-méme, 
ce qui est peut-étre la meilleure et la plus simple définition 
de la profession liberale.” 
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“1 ne faut pas ramener la charité personnelle et fraternelle, 
au sentiment de solidarité sociale et collective ; toutes deux 
sont nécessaires, et ne sauraient s’exclure. elles 
salimentent a des sources différentes, l'une aux aspirations 
éternelles de la personne, l'autre aux droits incontestables et 
légitimes de Vindividu. Cultivons Tune et l'autre, mais ne 
laissons pas, au seul profit de la solidarité sociale, effacer la 
charité de la surface de la terre.” 


The whole short book is an example of wise thought 
and skilful presentation. 


PRACTICAL ANATOMY 


A Manual of Practical Anatomy. A Guide to the Dis- 
section of the Human Body. Part Ill: The Head and 


Neck. By Thomas Walmsley. New edition. (Pp. 357; 
133 figures. 12s. 6d. net.) London: Longmans, Green 
and Co. 1936. 


The new edition of Part III of Professor T. Walmsley’s 
manual gives a clear, concise account of the essential 
facts of human anatomy, and is written with the primary 
object of providing a guide to dissection, but it is also 
intended to be an introduction to the further study of 
anatomy in the larger systematic textbooks and to give 
some indication of the bearing of anatomical facts on 
general practice. The present volume deals with the head 
and neck, and the description is chiefly confined to 
matter which can be verified in an ordinary dissection, 
while details of microscopical structure and the develop- 
ment of special organs are not included. The book is 
well written, and bears the hall-mark of the practical 
observations of an experienced teacher. 

The illustrations are in general good, and the three 
x-ray plates of the skull, with explanatory diagrams, may 
be specially mentioned. Some of the schematic diagrams, 
however, might be improved by the inclusion of some 
localizing landmarks—for example, a thin outline of the 
eyeball and optic nerve in Fig. 68—and a more accurate 
representation of the proportional size and relations of 
In the diagram 
alluded to the ciliary ganglion is shown with diameters 
greater than the transverse diameter of the internal carotid 
artery. Other diagrams—namely, Figs. 108 and 117—are 
capable of a more faithful representation of the struc- 
tures depicted, with a proportional gain in clearness and 
accuracy. In our opinion a careful drawing from the 
original of the principal parts in their correct relations 
and proportions, with a few simple orienting lines, is much 
more readily comprehended than schematic drawings 
without such a guide, the latter being comparable to a 
map of London without any indication of the River 
Thames. The compilation of the book as a whole has, 
however, been very carefully conceived and carried out, 
and judging from the popularity of the preceding volumes 
it should prove a valuable guide to students in the dis- 
secting-room. It supplies a fund of information presented 
in an interesting and attractive manner. 


DERMATOLOGY AND SYPHILOLOGY 


The 1936 Year Book of Dermatology and Syphilology. 
Edited by Fred Wise, M.D., and Marion B. Sulzberger, 


M.D. (Pp. 720; illustrated. 3 dollars or 12s. 6d.) 
Chicago: Year Book Publishers. London: H. K. Lewis 
and Co. 1937. 


We welcome once more the yearbook produced by Dr. 
Wise and Dr. Sulzberger, whose annual study of current 
literature always yields matter of considerable interest to 
their professional brethren. This year they give a special 
chapter on urticaria, in which they summarize current 
views and theories on this important and baffling subject. 


tuberculosis should now become obsolete. 


Notwithstanding the vast amount of work done on chronic 
urticaria during recent years, very little real progress has 
been made in its management, and the riddle of its 
aetiology remains unsolved. Only in those comparatively 
rare cases in which it can be traced to a single allergen, 
such as feathers, pollens, etc., has the problem been sulved, 
In the far com.noner type of case where there is general 
sensitiveness we still remain in the dark, and the vast 
number of drugs recommended for urticaria demonstrates 
conclusively hew unsatisfactory the treatment is. Other 
subjects accorded prominence in the Year Book are the 
therapeutic control of syphilis and other venereal diseases ; 
and drug eruptions, including the toxic results of “slim” 
(the name under which dinitrophenol is sold to the public 
for the treatment of obesity), a drug which may cause 
polyneuritis, bilateral cataract, severe pruritus, or even 
death itself. The highly important ‘subject of industrial 
dermatitis, including its prevention, is also touched upon, 
The general practitioner will welcome the large amount 
of space devoted to therapy in this volume, and he may 
glean some guidance for the task of utilizing those 
fashionable remedies, the endocrines, with more intelli- 
gence and less optimism than the chemical manufacturers 
expect him to display. The authors are not blind to the 
dramatic side of disease, and we may say in conclusion 
that they have produced both a useful and an interesting 
volume which deserves attention from all who are con- 
cerned in these specialties. 


BROMPTON HOSPITAL REPORTS FOR 1936 


Brompton Hospital Reports. Vol. 5. 1936. (3s. post 
free.) Copies from the Secretary, Hospital for Consump- 
tion, Brompton, S.W.3. 


The slim attractively bound volume issued every year 
by the Brompton Hospital is now familiar to many of our 
readers, and the iatest of the series will be welcomed. 
Like its predecessors it contains papers recently published 
elsewhere by the staff of the Brompton Hospital and the 
Frimley Sanatorium; in addition there are three special 
Statistical reports, based on figures derived from experi- 
ence gained in the hospital. The latest volume is almost 
entirely concerned with various aspects of pulmonary 
tuberculosis: infectivity, latency and immunity, relapse, 
after-care, and thoracoplasty being some of the aspects of 
the disease discussed. A notable contribution is the survey 
of the surgery of pleural and pulmonary infections made 
by Mr. J. E. H. Roberts in the Lettsomian Lectures 
dei'vered before the Medical Society of London in 1935. 
To the two papers by Dr. R. C. Wingfield we should like 
to draw particular attention. The “clinical study of 
relapse in pulmonary tuberculosis” will p ove of much 
assistance to all workers concerned with the diagnosis and 
treatment of this disease. “Sub Jove Frigido” is 4 
thoughtful and vigorous attack upon the concept “ sana- 
torium treatment,” a concept which in the light of the 
most recent knowledge of the treatment of pulmonary 
This paper 
deserves wide publicity among not only tuberculosis 
workers but also local authorities, who might be meade 
to realize how ineffectively public money is being spest 
at present in some directions and how unwisely withheld 
in others. 

Yet another paper by Dr. Wingfield (with Dr. Margaret 
Macpherson) gives the results of a mass investigation of 
“healthy ” adolescents. This investigation deserves the 
fullest sympathy and encouragement, as it forms the first 
piece of research of this kind relative to tuberculosis in 
this country. Unfortunately its scope, restricted to radio 
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logical examination, limits the conclusions that such an 
investigation might yield. The three statistical reports 
deal with the Brompton experience of thoracoplasty, pul- 
monzry abscess, and the radon treatment of pulmonary 
neoplasm. Since 1932 thoracoplasties‘ have been per- 
formed in increasing numbers every year, and now 
total 437. At present the operation is being done in 
6 per cent. of all patients with chronic pulmonary tuber- 
culosis admitted to the wards of Brompton. The opera- 
tive mortality is about 14 per cent., and the expectation 
of survival in those B3 patients who ‘are suitable for 
thoracoplasty is three times as great as that of the average 
B3 patient. Of the survivors about 15 per cent. are 
clinically cured. In the third report it is stated that there 
is no evidence that radon in any way prolongs the lives of 
patients suffering from carcinoma of the bronchus. 

We should like to make a final reflection. Reviewing 
the Brompton Hospital Reports for the last five years one 
is forcibly struck by the absence of research on morbid 
anatomical, biochemical, and bacteriological lines, or on 
their correlation with the clinical aspects of tuberculosis. 
In view of the unique opportunities of the hospital and its 
sanatorium this is to be deplored. 


LEGAL PROBLEMS OF HOSPITALS 


Notes on Points of Law Affecting Voluntary Hospitals. 
By W. E. C. Baynes, M.A., LL.M. (Pp. 93.) London: 
Joint Council of the Order of St. John and the British Red 
Cross Society. 1937. 


Secretaries of voluntary hospitals are constantly encounter- 
ing legal queries which cover a surprising and bewildering 
width of ground. The wise secretary turns when in 
trouble to the Central Bureau of Hospital Information, 
which is maintained by the British Hospitals Association, 
and the Bureau takes the advice of Sir William Baynes, 
a barrister of great experience in these matters. Sir 
William has been answering such legal riddles for several 
years, and has now collected his replies into a small 
handy volume, which has been published by the Joint 
Council of the Order of St. John and the British Red 
Cross Society. He says that the notes obviously make 
no pretence of providing a complete compendium of 
hospital law, but as they deal with practically every legal 
or semi-legal point on which hospital secretaries have 
asked for information for several years they may con- 
tain the answers to most of the legal problems which 
secretaries meet in practice. It is’ difficult not to use 
extravagant superlatives in expressing one’s admiration 
of this book. The information is classified under alpha- 
betical headings, and there is not a superfluous word. 
To give some idea of the variety of the subjects’ with 
which it deals, the first entry is Accidents—Drivers’ 
Licences, and the last Voluntary Hospitals—Unauthorized 
Use of Name. There is a fairly long section on sub- 
Scriptions, with directions for inviting subscribers to sign 
a covenant to pay an annual sum for seven years. Road 
accident patients, and the intricacies of motor insurance 
law in its bearing on claims by a hospital, are fully dealt 
with. Insurance by a hospital against various risks is 
#tso covered, and among the less expected subjects are 
copyright, auditors, burials, and lotteries. For the benefit 
of lawyers the author gives references to a number of 
useful decided cases. 

No hospital secretary should be without this book, and 


_ it should be worth almost its weight in Treasury notes to 


Proprietors of private hospitals and nursing homes, though 
of course it does not deal with the legal problems which 
are peculiar to their status. 


Notes on Books 


The text of Dr. Donatp Hunter’s four valuable 
lectures on Occupational Diseases, given to the Derby 
Medical Society in May, 1935, which were published as 
clinical supplements to the Guy’s Hospital Gazette, have 
now been reprinted in book form with an index, and 
copies are obtainable (price 9s.) from H. K. Lewis and 
Co. Ltd., 136, Gower Street, London, W.C.1. 


The nineteenth edition of Stilling’s Pseudo-isochromatic 
Plates for Testing Colour Perception appears in _ its 
English garb under the editorship of Professor James 
Drever of Edinburgh, and is published in that city by 
F. Bauermeister at 22s. 6d. The present edition, which 
comes sixty years after the first, shows little departure 
from the last one. As in the Isihara test and the Edgridge- 
Green test, in common use in this country, the principle 
underlying Stilling’s charts is the reading of numbers and 
the picking out of like-coloured dots against a background 
of confusion colours. On the Continent Stilling’s chart 
seems to have the wider circulation. It has a larger 
range of tests for yellow-blue sensitivity. 


Materia Medica, Toxicology and Pharmacognosy, by 
Professor W. MANSFIELD (H. Kimpton, 30s.), is a textbook 
intended primarily for students of pharmacy. The greater 
portion of the volume is devoted to pharmacognosy, and 
its most striking feature is a series of 200 excellent photo- 
graphs of crude drugs. There is also a section on the 
diagnosis and treatment of poisoning. 


The important book on Heart Disease by Dr. Paut 
DupLey Wuite of the Harvard Medical School was 
noticed at some length in our issue of August 29, 1931. 
In revising it thoroughly for a second edition (New York: 
The Macmillan Company, 31s. 6d.) the author has kept 
to his original plan, but has reduced the bulk of the 
volume by two changes. He has abridged Part I, which 
deals with methods of examination, and shortened the 
bibliography to include only the most important key 
references given in the full bibliography of the first edition 
of 1931, with the addition of titles of a few selected 
publications that have appeared during the past five 
years. Two new appendices have been added, the first 
giving chronologically the historical development of our 
knowledge of the anatomy, physiology, pathology, and 
medical aspects of the heart and circulation, and the 
second giving the current classification of cardiac diag- 
nosis approved by the American Heart Association. 


Professor CURSCHMANN’S handbook Endocrine Krank- 
heiten, now in its second edition, forms one of a useful 
series for post-graduate study published in Dresden. 
(T. Steinkopff, RM. 8). The author has packed into 
140 pages the essential features of the subject, and his 
remarks are well illustrated with suitable pictures of 
patients. The thyroid diseases are now pretty well estab- 
lished, but much recent work has been done on the hypo- 
physis, and many new syndromes have been differentiated 
which are here shortly and clearly described. In so many 
of the endocrine diseases there is a repercussion on the 
nervous system—either a defect of intelligence, less often 
increased brilliancy, or an alteration of character, an 
alteration of growth, an effect on the whole metabolism 
and by-effects on the involuntary nervous system—that it 
is necessary for the medical man to be aware of these as 
he approaches his patient. It may be going too far to 
suggest that the constitution of the patient is wholly 
conditioned by his endocrine glands, but no one can deny 
their fundamental importance and widespread effects in the 
individual. Those who read German will find in Professor 
Curschmann’s book a useful introduction to an interest- 
ing branch of medicine. 
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Preparations and Appliances 


A MODIFIED BRONCHOSCOPE 


Dr. J. E. G. McGipson (Liverpool) writes): 

The modifications of the ordinary bronchoscope about to 
be described are mostly those of other writers, but they have 
been assembled and combined into one instrument with the 
generous advice and help of Mr. Percy G. Phelps of Messrs. 
Mayer and Phelps, Ltd. Fig. 1 shows the modified broncho- 
scope, which can be made in various lengths and calibres— 
it has been found that for inspection of the main bronchi 
a bronchoscope of 39.5 cm. with an inside diameter of 10 mm. 
is most useful, for the secondary bronchi an instrument 44.5 
cm. by 8 mm. permits of an easy and well-illuminated view, 
while a tube 48 cm. by 7 mm. is used for the more distal 
bronchi. The tube is similar to the Jackson model save that 
the proximal inch is widened in the vertical axis, so that the 
inlet of the tube is oval in order to facilitate the introduction 
of endoscopic instruments. Originally the instrument was 
equipped solely with the dual projected lighting system as 
used in the Negus laryngoscopes and oesophagoscopes, and 
we are indebted to the patentee—Mr. R. Schranz of the Genito- 
Urinary Manufacturing Company, Ltd.—for permission to 
incorporate this system of lighting in the instrument. Later 


plug into the sockets B. These sockets are lateral to those 
for the dual lighting system at the proximal end of- the 
bronchoscope. By means of the hinges the telemagnifier can 
be tilted instantly out of the field so that instrumentation 
through the tube can be carried out with the telemagnifier 
either in position or tilted up as desired. 

Fig. 4 shows a special upper lobe bronchoscope which is 
lighted as described above, and which can be used with the 
telemagnifier. It is designed after the model of F. Vistreich of 
New York (Arch. Otolaryng., 1935, 22, 634). The dimensions 
of the bronchoscope are 36 cm. by 10 mm., and its distal end 
is cut to form a double V. At the apices of the V’s is hinged 


Fic. 1. 


it was suggested by Mr. R. Doyle, resident surgical officer, 
Royal Southern Hospital, Liverpool, that the value of the 
bronchoscope would be enhanced if distal lighting were added, 
as not only would this increase the illumination for direct 
inspection of the bronchus, but it would permit also of the 
use of the Pinchin-Morlock telescopes (Lancet, 1932, 1, 671) 
through the instrument. Fig. 2 depicts the special holder for 
use with these telescopes. The dual lighting system is 
removed and the telescope holder is then fitted into the 
sockets usually occupied by this system. Fig. 3 illustrates a 
“ telemagnifier ” as devised by S. Israel of U.S.A. (Ann. Otol. 
Rhinol. Laryng., 1935, 44, 285). The telemagnifier gives a 
magnification of 34 diameters, it is light in weight, causes 
no respiratory obstruction, and can be focused to different 
distances for use with tubes of various lengths. It is mounted 
on two rods which are hinged at A near the points where they 


Fic. 4. 


a small stainless steel mirror which is sufficiently large to 
reflect the entire image of the orifice and proximal portion of 
the upper lobe bronchus. The angle of the mirror is con- 
trolled by a screw mechanism at the proximal end of the 
instrument, which can be operated easily by the thumb. It is 
necessary to point out that the interpretation of the mirror 
image thus obtained requires some practice, but that once 
this technique is acquired the information procured is of great 
interest and value. 

The instruments briefly os above give very excellent 
illumination, they possess a good working lumen, and they can 
be used either with distal or proximal magnification. They 
have been in use regularly for two years in a bronchoscopic 
clinic and have given ‘satisfaction. They are made by 


Messrs. Mayer and Phelps, Ltd., of New ‘Cavendish Street, 
London, W.1. 
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TREATMENT OF HERNIA 


The growth of operative surgery has been so rapid 
and so striking that some of the changes that have 
taken place may not be readily appreciated. The 
comparative safety of operations to-day has led 
to a great diminution, if not disappearance, of those 


advanced conditions which were seen at one time. 


because Operation had been avoided on account 
of the high risk then associated with it. Goitres 
reaching down to the umbilicus and scrotal herniae 
as low as the knees, so that the sufferer constantly 
wore an overcoat to hide his deformity, are no 
longer seen; yet these were by no means rarities 
in the early days of Listerian surgery. There have 
been changes not only in the type of condition 
calling for surgery but also in the methods of 
treating certain conditions: this is particularly true 
of hernia. Since the war there has been a wider 
use of fascial sutures for the larger hernias, espe- 
cially those of the inguinal variety; surgeons 
have been increasingly influenced by physiological 
principles, and such mechanical devices as filigrees 
have been almost universally abandoned. In the 
treatment of oblique inguinal hernia in healthy 
young adults due respect is now being paid to the 
sphincter action of the conjoined tendon, and efforts 
are being made to preserve the inguinal sphincter 
and not destroy or distort it by cutting or suturing. 
It is everywhere realized that in young healthy 
patients with oblique inguinal hernia the complete 
removal of the sac is what is really needed. The 
Bassini operation and allied procedures which com- 
prise stitching the conjoined tendonto Poupart’s liga- 
ment in many cases unnecessarily interfere with the 
natural beauty of a delicate sphincter mechanism. 
This was emphasized during a debate on the treat- 
ment of inguinal hernia at a meeting of the Surgical 
Section of the Royal Society of Medicine in Decem- 
ber of last year. Efforts have also been made of late 
to revive the treatment of hernia by injections into 
the sac. This revival has coincided with the recent 
Popularity of the injection treatment of varicose 
veins, haemorrhoids, hydroceles, and other con- 
ditions which were once treated in this way but 
Which, with the development of Listerian surgery, 
had become the almost exclusive province of 


operative surgery. The pendulum has swung ir 
the opposite direction. If to-day we no longer 
degrade port by injecting it into hydrocele sacs, 
but use more appropriate sclerosing solutions, 
the principle is unaltered: to some extent there 
has been a reversion to pre-Listerian practice. The 
presence of a preformed sac in cases of oblique 
inguinal hernia is now universally accepted as one 
of the chief aetiological factors, and is probably 
regarded by most surgeons as the all-important one. 
In such cases the processus vaginalis remains open 
in part or throughout, and the physiological process 
of peritoneal obliterative fusion which normally 
takes place has been defective or absent. It is 
reasonable to suppose that by injecting suitable 
sclerosing solutions into the sac this obliterative 
process may be induced artificially, and, provided 
there is elimination of the sac, there should be cure 
of the hernia. 

The injection treatment of hernia, like that of 
hydrocele, is no new thing. In the year 1832 George 
Heaton of Boston’ used Quercus alba for injection 
into hernias, and in 1835 Valpeau in Paris found 
that a patient whose hydrocele he had injected with 
an iodine solution had been cured of his hernia 
also. Valpeau subsequently treated three cases of 
hernia’ by incising the inguinal canal and the sac 
and flushing the wound with iodine solution. 
Others used essential oils, cantharides, alcohol, and 
other substances, but the increased safety and 
popularity of operative surgery and the success- 
ful results of the radical cure of hernia did much 
to overshadow the injection treatment: it was for 
the most part given up, but within recent times 
interest in it has been revived once more. That 
this interest has come about rather belatedly is not 
surprising when we consider the scepticism with 
which the injection treatment of varicose veins 
was at first received by the profession. In this 
country particularly there has, with few exceptions, 
been but little interest in the procedure: Delisle 
Gray has perhaps done most to bring it to the notice 
of the profession, and early this year the matter 
was debated in the correspondence columns of the 
Journal. In Spain and in America, on the other 
hand, the injection treatment of hernia has attracted 
considerable attention. By 1931 Méestre® of 
Barcelona had treated 10,000 cases of hernia by 
injection without mortality. Numerous articles on 


‘this method have recently appeared in the U.S.A.: 


the Annals of Surgery for March, 1937, for 
example, contains five papers by workers in the 
department of surgery in the University of 
Minnesota, and another paper appears in the 


1 Med. Rec., March, 1937, p. 239. 
2 Med. Annual, 1931, 49, 239. 
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March issue of the Canadian Medical Association 
Journal. The selection of appropriate cases is of 
the greatest importance: only reducible hernias 
capable of proper control by a truss are suitable, 
and the small reducible inguinal hernia appears 
to be the most suitable. The solutions employed 
have been many and varied, and include such 
constituents as phenol, alcohol, tincture of thuja 
glycerin, and Canadian pine extract ; the technique 
is a specialized one. Any number from four to 
twenty or thirty injections may be necessary, and 
the object appears to be to produce a fibroblastic 
reaction of a plastic character, which not only seals 
off the sac but also closes the inguinal canal. It 
is claimed that with care complications are singu- 
larly few, and there can be no doubt that in those 
who have a horror of operation, or in cases in 
which other special circumstances arise, the cure 
of hernia by an ambulant method which ultimately 
allows the patient to discard his truss has some- 
thing to be said for it. 


THE TAVISTOCK CLINIC 


Everyone knows by now the work of the Institute 
of Medical Psychology. The Tavistock Clinic was 
founded in 1920 at a house in Tavistock Square, 
London, to treat patients suffering from the 
neurotic disorders which are a serious and a grow- 
ing handicap to the community in these days of 
rapid change and great stress. The need for the 
clinic was proved by the long waiting-list which 
it quickly accumulated. As its work became 
known and its revenue increased, its council took 
a lease of the abandoned packing department of 
Shoolbred’s in Malet Place, and reconstructed this 
as a modern and efficient out-patient clinic with 
a children’s department. The charity then took 
the name of the Institute of Medical Psychology, 
for it is not only a treatment clinic, but a centre 
of research and teaching in practical psycho- 
therapy. Many specialists and general practi- 
tioners of medicine have fitted themselves at the 
clinic to deal expertly with neurotic illness. 
Certain commercial concerns have, however, 
imitated the new name, and real confusion has 
resulted, possibly to their advantage but not to 
that of the clinic. The council has therefore 
decided to readopt the old name of “ The Tavistock 
Clinic,” with “The Institute of Medical Psycho- 
logy” as a subtitle, and a letter announcing this, 
by Sir Henry Brackenbury, appeared in our issue 
of April 17. Old friends of the institution will 
probably be pleased that the associations of the 
pioneer days are to be perpetuated. 


All, however, is not well; for the clinic is in 
very serious need of money. It maintains an in- 
patient hostel in Endsleigh Street, but the lease 
expired a few months ago and the council had not 
nearly enough funds to build and equip a hostel 
on a new site which it had acquired. Fortunately 
the threat of a complete loss of in-patient accom- 
modation has been averted for a time, as the lease 
of the present in-patient department has been ex- 
tended until midsummer, 1938. The council, how- 
ever, is in urgent need of the financial help which 
will enable it to proceed with its plans for a new 
hostel, which must be in working order by that 
date. It may also have to spend money imme- 
diately on improving the fire precautions in the 
present hostel. Nor does the shortage of money 
affect the clinic’s in-patient work only. Unless it 
can obtain much better support, the council says 
in its report for 1936, it will have to curtail the 
present work drastically, besides abandoning its 
most promising and partly accomplished extension 
—the care of in-patients. We cannot do better, 
in stating the need of the clinic, than use the 
council’s own language. “ Here is a hospital which 
was the pioneer in a field now recognized as of 
the first importance in regard to the national 
health ; which is doing work of a very high standard 


indeed and showing constant results which are — 


gratifyingly successful; which has waiting at its 
doors for attention large numbers of patients 
urgently requiring help and ever clamouring for 
succour; which has all its plans ready for that 
enlargement which is essential for meeting the in- 
creased demand daily made upon it, but which is 
crippled in its beneficent activities and even brought 
into jeopardy by a general lack of appreciation of 
its purpose and its needs, not surprising at an early 
period but amazing to-day.” 

In addition to its ordinary appeal, and indeed to 
the special appeal which it is now addressing to 
the general public, the council is making a special 
effort to attract the help of the industrial com- 
munity, and especially that of large employers of 
labour. Official figures show that not less than 
one-third of the total incapacity of employed 
persons in this country can be attributed to neurotic 
illness. Quite apart from this appalling figure. 
there is an immense amount of unrecorded and 
even unrecognized inefficiency due to minor degrees 
of neurosis. If the public realized the loss, 
damage, and misery caused by neurotic illness im 
its great variety of forms, appreciated the possi- 
bility that the Tavistock Clinic—in conjunction 
with a sufficient number of affiliated treatment 
centres—could greatly reduce the incidence of 
neurosis, and gave it the support it deserved, the 
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improvement in the health and the happiness of 
the community, not only in mind but also in body, 
would be tremendous. Everyone who possesses 
insight into the mental needs of the community will 
support the Tavistock Clinic of Malet Place as 
energetically and generously as he can. 


TUBERCULOSIS IN VOLES 


Widespread interest has been taken in a report by 
A. Q. Wells’ on the first results of his investigation of 
disease in wild voles. It was observed some years ago 
that these animals appeared to be subject to periodic 
fluctuation in numbers, the population increasing for 
several years and then diminishing greatly in a few 
months. The nature of the conditions causing this was 
quite unknown, and the object of Wells’s work was 
rather to study factors controlling the spread of epidemic 
disease than merely to establish its nature in this 
particular case. The immediate results are quite un- 
expected, for they are that voles trapped in uncultivated 
areas in England, Wales, and Scotland are suffering from 


advanced and extensive tuberculosis, with widespread - 


caseating lesions in subcutaneous tissues and in the 
viscera which contain large numbers of acid-fast bacilli. 
These bacilli have produced fatal disease in guinea-pigs 
and non-fatal in rabbits, rendering both animals 
tuberculin-positive ; they are therefore certainly tubercle 
bacilli, but whether they are of the bovine or some 
other type is not yet known. To those accustomed to 
regard tuberculosis as a disease of domestication in 
animals its prevalence among inhabitants of wild 
uplands and moors will seem positively incongruous. 
There are some puzzling features in this discovery which 
make it seem unwise to draw any conclusions at this 
stage. It is difficult to see how such a disease as 
tuberculosis could be responsible for a periodic rapid 
slaughter of animals with an intervening steady rise in 
population ; moreover, voles supposedly suffering from 
this epidemic disease have been examined before without 
this very striking and obvious condition being found. 
On the other hand, there is the fact that 134 voles 
trapped in seven different localities have been found 
with tuberculosis ; if the disease is really widespread 
in such areas there is even a possibility of appreciable 
contamination of water supplies, and the presence of 
similarly infected voles on farm lands would have to be 
considered a serious factor in the spread of tuberculosis 
among cattle. Extensive field work will be necessary 
to determine the distribution and frequency of the 
disease, and with this information and the identification 
of the type of tubercle bacillus, which is all-important, 
it will become possible to decide whether these dis- 
turbing speculations have any further basis in fact. 
In the meantime we may reasonably ask ourselves 
Whether disease in animals is being adequately studied 
in this country. It might have been supposed that the 
Common diseases of our principal fauna were well 
known, but we may now wonder whether there are not 
other species, especially among wild animals and per- 
haps birds, whose entire pathology is an unexplored 


1 Lancet, 1937, 1, 1211. 


field. It is hardly likely that any animal will be found 
to rival the rat in its capacity for transmitting a variety 
of diseases, nor will many afford discoveries of such 
general interest as the infective tumours of wild rabbits 
recently brought to light in America, but these examples 
will serve to show what may lie hidden in a territory 
which seems to have been neglected. 


ROBERT PHILIP AND TUBERCULOSIS 


This year marks the half-century since Robert Philip 
established in three small rooms at 13, Bank Street, 
Edinburgh, “The Victoria Dispensary for Consump- 
tion,” and thus opened a campaign against the ravages 
of tuberculosis, a campaign that has been pursued 
tenaciously for many years and found support abroad 
earlier than in Philip’s own country. His contribution 
to the control of tuberculosis is appreciated to the full 
only when the appalling: conditions that existed fifty 
years ago are realized. In this country tuberculosis 
showed a greater mortality than any other disease, and 
took toll chiefly of the poor. From general hospitals 
the sufferers were excluded because of the chronicity 
and infectious character of the disease ; and no other 
provision for treatment existed except such as could 
be provided in the Poor Law institutions, which were 
both feared and detested. Robert Philip realized that 
the control of tuberculosis was not merely a medical 
problem but that it involved social and economic and 
even political considerations as important as the medical 
aspect. And his conception of the work of the tuber- 
culosis dispensary must have been founded on a pro- 
phetic consciousness of the additions which were to be 
made to the then inadequate knowledge of the disease ; 
for contact examination without radiology could only 
have removed the gross evils of the infection. Perhaps 
this is partly the reason why so many years passed 
before the example set in Edinburgh was followed else- 
where in Great Britain. The first tuberculosis dis- 
pensary in England was established at Paddington by 
a voluntary body in 1909, though by 1905 there were 
already fifty in France, all based on the principles laid 
down by Philip. When finally the State decided to 
take over the control of the disease in Great Britain 
it was able immediately to adopt a scheme whose details 
had been thoroughly worked out. Much of the spade 
work in the control of tuberculosis had already been 
done by the (voluntary) National Association for the 


Prevention of Tuberculosis, founded in 1898, and in , 


this work, too, Philip had played a conspicuous part. 
But perhaps the most important thing is the inter- 
national influence Sir Robert Philip has exercised, 
through his numerous publications and attendances at 
congresses, in persistently bringing before responsible 
authorities the evil results of the disease and the methods 
that can be used to combat them. Finally, his appoint- 
ment in 1917 as the first professor of tuberculosis in this 
or any other country, which has encouraged the found- 
ing of four similar chairs in Europe since, must have 
done much to further the teaching and study of the 
disease. An article in the May issue of the Edinburgh 
Medical Journal describes the Edinburgh Tuberculosis 
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Scheme from its foundation fifty years ago and the part 
played by Sir Robert Philip. A list of his contributions 
to the literature of tuberculosis is added. The article 
concludes: “In their own many and different ways, 
both at home and abroad, governments, universities, 
medical societies and colleges, tuberculosis associations, 
and old students have shown their appreciation of Philip 
and his life-work. It is only fitting that the Edinburgh 
Medical School, which he has served so well in many 
capacities, should on this fiftieth anniversary place on 
record its tribute.” We feel that we can do no less. 


INTERNATIONAL ABOLITIONIST CONGRESS 


A main, if not the chief, function of the forty-seventh 
International Abolitionist Congress, held here on May 
20 to 22 (writes our Paris correspondent), was to 
strengthen the hand of the French Government, whose 
Minister of Public Health, M. Henri Sellier, has drafted 
a most ambitious Bill dealing with venereal disease, 
prostitution, and allied subjects. This congress had 
the avowed support of powerful sections of the com- 
munity, but it is no secret that important forces in the 
fighting services look askance at the prospect of the 
suppression of the regulation of prostitution in brothels 
under more or less official medical supervision. It is 
significant that Cardinal Verdier, Archbishop of Paris, 
was a member of the Comité d’Honneur, and it would 
seem that the Church is adopting a more call-a-spade-a- 
spade attitude in this field than it did only a little while 
ago. It may be noted that the present system of regula- 
tion of prostitution in France dates from the Revolution 
and the First Empire. Before that time prostitution 
was not regulated in any official sense, and was, indeed, 
liable to severe penalties. Even now the legal status 
of tolerated brothels in France is very precarious, and in 
any given community it is the mayor who has it in his 
power to smile or frown on such undertakings. He may 
authorize or forbid them, and if he has authorized one 
he may change his mind and close a brothel without 
having to pay any compensation, the law having hitherto 
given no official sanction to the public brothel to enjoy 
any of the rights of commerce. In fact, however petted 
and pampered such institutions may be in practice, they 
are, in the eyes of the law, still only tolerated. Hence 
the term “maison de tolérance.” The landlord of a 
house used as a maison de tolérance may turn his tenants 
out as promptly as he likes and with no fear of prosecu- 
tion, for legislation dealing with rentals, etc., does not 
apply to brothels: in French law every contract with 
an immoral element is considered as void and null. The 
legal vulnerability of even the most regulated of brothels 
and the legal powers possessed by mayors are two 
features which the enemies of the regulation of prostitu- 
tion have done their best to bring to the attention of the 
public at this well-attended Abolitionist Congress in 
Paris. One of the most interesting reports presented 
was by Dr. Hermans, secretary of the Netherlands 
National League against Venereal Disease. The lesson 
of Holland in this respect would seem to be that a well- 
organized voluntary association is remarkably effective 
even when unaided by coercive State measures. 


THROMBOTIC NON-BACTERIAL 
ENDOCARDITIS 


In 1923 Libman’ suggested that endocarditis could be 
classified as rheumatic, syphilitic, acute bacterial, sub- 
acute bacterial, and indeterminate. In the following 
year he? separated from the indeterminate class some 
cases having features in common which he called 
“ atypical verrucous endocarditis.” Gross and Fried- 
berg,® who have described the morphology of the 
rheumatic heart in much detail, have also been investi- 
gating this indeterminate group and have recognized 
a form of endocarditis distinct from the atypical 
verrucous type, which they term “ non-bacterial throm- 
botic endocarditis.’ At the Mount Sinai Hospital 
150 cases have been diagnosed post mortem as inde- 
terminate endocarditis during the last twenty years. 
Of these Gross and Friedberg excluded over a hundred, 
as there was a possibility of an active rheumatic or 
bacterial infection, or details were incomplete. There 
remained, however, nearly fifty cases which showed a 
characteristic endocarditis and could be subdivided 
into three main clinical groups. In the largest group 
were those with chronically deformed valves, usually 
of rheumatic origin ; the patients had died of cachectic 
or of infectious diseases, but there was no microscopical 
evidence of active rheumatism. In these cases yellowish 
vegetations of somewhat friable nature were found on 
the valves; they were larger than rheumatic vegeta- 
tions and sometimes were polypoid, similar to those 
in bacterial endocarditis. They occurred either on the 
closure line of the valve cusp or on the corpora arantii, 
and never involved the mural endocardium or valve 
pockets. The mitral valve was affected in almost every 
instance and the other valves less frequently, the order 
corresponding with the valvular involvement in 
rheumatism. Microscopically the vegetations consisted 
of agglutinated blood platelet thrombi showing varying 
degrees of organization. There was practically no 
cellular reaction in the valve or endocardium, apart 
from those lesions which Gross* has described in 
inactive rheumatism. Cachectic or marasmic vegeta- 
tions are well known, but the importance of the recogni- 
tion of this thrombotic group by Gross is the distinc- 
tion that can be made between them and terminal 
rheumatic or bacterial vegetations. The second clinical 
group consisted of three young women suffering from 
severe thrombocytopenic purpura ; the course was acute 
and pyrexial, but repeated bacteriological investigations 
were negative. At necropsy thrombotic endocarditis 
was present, together with splenomegaly ; microscopic: 
ally there was, in addition to the valvular changes, 
widespread change in the smaller vessels characterized 
by hyaline or granular thrombi which occluded the 
lumen and in some instances were organized. In the 
third group the onset of the illness (also in young 
women) was marked by polyarthritis which involved 
both large and small joints. There was persistent fevet 
and polyserositis. Blood cultures were sterile and 
death resulted from cachexia and increasing anaemia. 
The pathological changes consisted of widespread 
‘J. Amer. med. Ass., 1923, 80,813. 

? Arch. intern. Med., 1924, 33, 701. 


° Ibid., 1936, 58, 620, 641, 662. 
“Amer. J. Path., 1935, 24, 
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endothelial proliferation in small vessels, producing 
endarteritis and endophlebitis: in some cases this was 
associated with obliteration of the lumen by hyaline 
thrombi, and in one there was a necrotizing arteritis 
somewhat resembling that found in polyarteritis nodosa. 
Further, there were adhesions obliterating the serous 
cavities and thrombotic endocarditis. Gross and 
Friedberg do not suggest that the valvular lesions 
played any part in the clinical course or that they are 
the essential part of the syndrome ; but the lesions are 
obvious post mortem and are a common feature in all 
three groups. The second and third groups have 
clinical points in common, and also resemble both 
clinically and pathologically the cases of disseminated 
lupus erythematosus described by Baehr Klemperer 
and Schifrin.’ It would appear that they are clinically 
related on the one hand to polyorrhomenitis and on 
the other to polyarteritis nodosa, whatever their aetio- 
logy may be. A more detailed study of these obscure 
“endothelioses ” is overdue, and the work of Gross 
and Friedberg gives a useful foundation for it. 


OPIUM SMOKING IN THE FAR EAST 


From the time of the Hague Opium Convention of 1912 
efforts have been directed to put down opium smoking 
in the Far East. Gradual but effective suppression of 
the trade was contemplated twenty-five years ago, but 
the extent of illicit traffic was reported to have so 
hampered attempts at suppression that in the Geneva 
Conference of 1925 it was resolved to put off further 
measures until a Commission, about to be appointed, 
should report that smuggling was under control. Even 
then a period of not exceeding fifteen years was men- 
tioned as a reasonable interval before suppression could 
be effectually carried out. As the result of the Com- 
mission’s report a conference of representatives of the 
Powers concerned was held at Bangkok in 1930 and an 
“agreement for the suppression of opium smoking in 
the Far East” was signed. This agreement came into 
force on April 22 last, and as it has been ratified by 
all the Governments parties to it some progress may now 
be anticipated. Great Britain for the Malay States and 
Hong Kong, the Netherlands for the Netherlands Indies, 
France for Indo-China, Portugal for Macao, Japan for 
Formosa and Kwantung, Burma, and Siam are the 
parties concerned. The agreement sets up Government 
monopolies for retailing and distribution of prepared 
opium, prohibits smoking under 21 years of age, and 
provides for severe penalties for offences. The final 
act recommends licensing, rationing, and registration of 
smokers, measures for facilitating the cure of opium 
smokers, and research into the physiological and psycho- 
logical effects of such smoking. Annual reports are to 
be made to the League of Nations and special opium 
Tevenue accounts are to be kept. In accordance with 
the findings of the Commission of Inquiry the need for 
limitation of poppy cultivation is to be kept in view, 
and indeed this is a question which it is understood will 
shortly be the subject of a fresh international Conference 
at Geneva. 


5 Trans. Ass. Amer. Phys., 1935, 50, 139. 


INTER-DEPARTMENTAL COMMITTEE ON 
ABORTION 


The Minister of Health’s statement in the House of 
Commons about the newly appointed Inter-Depart- 
mental Committee on Abortion was briefly reported in 
our Parliamentary Notes last week. The chairman of 
the committee is Mr. Norman Birkett, K.C., and the 
other members are Dame Lucy Baldwin, Lady Ruth 
Balfour, M.B., Sir Comyns Berkeley, consulting obstetric 
and gynaecological surgeon to the Middlesex Hospital 
and chairman of the Central Midwives Board, Mr. 
H. A. de Montmorency, Dr. T. Watts Eden, consulting 
obstetric physician to Charing Cross Hospital, Lady 
Forber, who as Dr. Janet Lane-Claypon was engaged 
in medical research for the Ministry of Health, Sir Rollo 
Campbell-Graham, chief Metropolitan magistrate, Dr. 
G. C. M. M’Gonigle, medical officer of health for 
Stockton-on-Tees, Sir Ewen Maclean, president of the 
British College of Obstetricians and Gynaecologists, 
Captain M. P. Pugh, prosecuting solicitor for Birming- 
ham since 1924, Mr. W. Bentley Purchase, M.B., coroner 
for the northern district of London, Mr. C. D. C. Robin- 
son, Mrs. Ernest Thurtle, and Lady Williams, wife of 
Sir Rhys Williams, Bt. The committee’s terms of refer- 
ence are “To inquire into the prevalence of abortion 
and the present law relating thereto, and to consider 
what steps could be taken by more effective enforcement 
of the law or otherwise to secure the reduction of 
maternal mortality and morbidity arising from this 
cause.” Communications relating to the inquiry should 
be addressed to the Secretary, Committee on Abortion, 
Ministry of Health, Whitehall, S.W. 1. 


RESEARCH DEFENCE SOCIETY 


The eleventh Stephen Paget Memorial Lecture on 
“What Research Owes to the Paget Tradition ” will be 
delivered by Professor G. Grey Turner, D.Ch., M.S., 
F.R.C.S., at the annual general meeting of the Research 
Defence Society at the London School of Hygiene and 
Tropical Medicine, Keppel Street, W.C., on Tuesday, 
June 15, at 3 p.m., when the chair will be taken by the 
president, Lord Lamington, supported by Sir Arthur 
Stanley, chairman of committee, and Professor A. V. 
Hill, F.R.S., vice-chairman of committee. Tea and 
coffee will be served after the meeting, and visitors will 
be welcomed. 


Professor James Young, D.S.0., M.D., has been 
elected chairman of the medical advisory board of the 


British Social Hygiene Council in succession to Sir E. 
Farquhar Buzzard, Bt., K.C.V.O., M.D. 


— 


The National Hospital for Diseases of the Heart has 
arranged for the St. Cyres Lecture for 1937 to be 
delivered in the Barnes Hall of the Royal Society of 
Medicine, 1, Wimpole Street, W., on Thursday, June 10, 
at 5 p.m. The lecturer is Dr. Ch. Laubry, professor of 
cardiology in the University of Paris, and his subject 
“Considerations Pathogeniques et Cliniques sur les 
Rythmes de Galop.” 
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LEAGUE OF NATIONS HEALTH 
PROGRAMME 
THE NEXT THREE YEARS’ WORK 


A session of the Health Committee of the League of 
Nations, which directs the health work of the League and 
in particular the Health Section of the Secretariat, was 
held from April 26 to May 1 under the chairmanship of 
Professor Parisot, director of the Institute of Hygiene at 
Nancy. Representatives of seven countries attended, 
the British representatives being Dr. M. T. Morgan and 
Dr. N. M. Goodman of the Ministry of Health. The 
main work of the Committee was to approve the next 
three-years’ programme (1937-9), largely a continuation of 
the work already carried out. 


Epidemiological Intelligence 


The service of epidemiological intelligence and public 
health statistics includes the work of the Eastern Bureau 
at Singapore, which is in weekly communication with the 
ports of Eastern countries, and the intelligence service 
at Geneva, from which are published figures relating to 
communicable diseases and births and deaths from all 
countries where such data are available. These services 
are to be maintained and developed. The international 
list of causes of death is now being revised by a technical 
committee with a view to making the public health 
statistics of different countries internationally comparable. 
A study was started last year, and is to be continued, with 
the object of presenting in statistical form the state of 
public health in reference to “ vitality,” meaning fertility 
and population, and “health,” meaning mortality, mor- 
bidity, and the incidence of physical and mental defects, 
reference also being made to geographical, social, and 
economic environment and the various medical and 
Sanitary activities of the community concerned. Material 
regarding maternal mortality and welfare is being col- 
lected in a number of countries to form the basis of a 
double report, one part dealing with the organization of 
welfare services and the other with maternal mortality 
and morbidity and their causes. 


Biological Standardization 


Another governmental conference on_ biological 
standardization similar to that which met in Geneva in 
1935 is projected for 1939 if the experimental research 
work now being done internationally in this field is 
sufficiently advanced. Forty-one countries, including 
Great Britain, India, all the Dominions except New 
Zealand, and the United States, have adopted or are 
about to adopt some or all of the international biological 
standards, and thirty-one countries, including those just 
mentioned except Australia, have created or are about 
to create national centres to hold and distribute the 
international standards. The task of the central institutes 
at Copenhagen and at Hampstead will thus be simplified, 
though it is anticipated that the Copenhagen institute will, 
as in the past have to supply international sera to the 
great majority of national centres. 


Several questions in the field of serology need to be 
reviewed from the therapeutic and the practical aspects. 
Changes in the international standards for tuberculin and 
staphylococcus antitoxin fall to be considered. A new 
field recently explored is that of anti-snake venom serum. 
The problem of standardization here is so wide and 
complicated that it is considered wise at present to limit 
the study to anti-viper serum, and to the European viper. 
The Copenhagen institute is in correspondence with the 
European laboratories producing anti-viper serum (Milan, 
Paris, and Zagreb), and is endeavouring to work out 
methods of standardization. At the same time the assist- 
ance of institutes in Eastern countries is being secured 
with a view to the standardization of anti-cobra serum. 


Pharmacological standards, as well as those for vitamins 
and sex hormones, come within the next three-year pro- 
gramme of the Biological Standardization Commission. 


Malaria : Leprosy : Dangerous Drugs 


The Malaria Commission is to take in hand the prepara-§ 
tions for another governmental conference on quininey 
and kindred febrifuges, to be held not earlier than 19393 
This conference will also take up the question of synthetic 
drugs. It is proposed that the League should organizey 
meetings of experts from the various institutions for thegii™ 
study and prevention of leprosy, including the British§ 
Empire Leprosy Relief Association, with the object off 
taking up certain definite questions so that the maing 
effort may always be concentrated upon some matter off 
outstanding importance. 

On the proposal of the United States Government thes 
Health Committee will proceed, jointly with the Office? 
Internationale d’Hygiéne Publique (an autonomous body, 
but related to the League by virtue of the fact that its 
permanent committee is the General Advisory Committeeg 
of the League’s Health Organization), to study a news 
phenantrenic derivative of morphine—namely, deso-§ 
morphine—which appears to be particularly harmful by§ 
reason of its toxicity and habit-forming properties. The} 
Health Committee has also undertaken to study they 
various meihods of treatment of addicts in European and 
North American countries. 


Housing and Physical Fitness 


Among the subjects which have lately occupied the 
attention of the Health Organization, and are included in 
its three-year programme, are housing, physical fitness, 
and nutrition. A conference on rural hygiene in Eastern 
countries is to be held at Bandoeng, Java, in August next, 
at the invitation of the Netherlands Government, and a 
similar conference for the American continent is mooted 
for 1938, to be held in Mexico City. 

Arising out of the first (European) conference on rural 
hygiene in 1931, the study of housing has been con- 
tinued, and the committee recommends a number of 
subjects for the attention of the experts who will be 
meeting during the present year. With regard to physical 
fitness, it is considered that the work in this field can 
only be adequately pursued by appointing a committee 
of physiologists to formulate the scientific basis of 
rational physical education adapted to different ages. The 
International Labour Office has already set up a com 
mittee with a similar reference, and the two bodies will 
collaborate. 

Nutritional Surveys 4 


A Technical Commission was appointed by the Health 
Committee in 1935 for the development of the League’s 
work on nutrition, which came forward so prominently 
at the Assembly of that year, and this body has now 
recommended a list of subjects for further study. The 
first of these is the assessment of the nutritional state of 
children. A consultation of physiologists and paedia- 
tricians held in December last recommended various types 
of survey, one being applicable to the state of nutrition 
of large groups- of children, and limited to a record of 
physical appearance, weight, and height, and another t0 
smaller groups but involving more extensive tests, il 
cluding a thorough medical examination, as well as ai} 
economic, social, and dietary survey. A third type of. 
inquiry is also proposed, aiming at a study of the disturb 
ances affected the body owing to a quantitatively and 
qualitatively deficient diet. Several of these different 
types of study are being carried out in Belgium, France 
and the Netherlands ; others are contemplated in Sweden, 
Czechoslovakia, and Austria, and will deal with 50,000, 
10,000, and 20,000 children respectively. 

It is also considered that a general study should be made 
of the extent to which diets in common use fall below the 
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WILLIAM EVANS: EARLY DIAGNOSIS AND TREATMENT OF HEART FAILURE 


Figs. 1 and 2.—Teleradiographs showing displacement of heart in failure. Fig. 1, before treatment, shows greater displacement of heart from right-sided 
hydrothorax than Fig. 2, after treatment. 


Figs. 3 and 4.—Teleradiographs showing pulmonary congestion in heart failure. Characteristic hilar shadows appear in both skiagrams, but are less conspicuous 
in Fig. 4, taken after three weeks’ rest, than in Fig. 3, taken before resting. 
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e WILLIAM EVANS: EARLY DIAGNOSIS AND TREATMENT OF HEART FAILURE 


a Fics. 5 and 6.—Teleradiographs showing relief of pulmonary congestion from heart failure by rest in bed along with a diminished fluid intake and salyrgan 
; administration. Fig. 5 was taken before treatment, and Fig. 6 one month after commencement of treatment, in a case presenting hypertensive heart failure. 


Fics. 7 and 8.—Teleradiographs showing arterio-venous aneurysm. Heart diminishes in size and pulmonary congestion is relieved following resection of Me, y ei, 
aneurysm. Fig. 7 taken before operation ; Fig. 8 taken one month after removal of arterio-venous aneurysm of lower thigh. F 
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J. EDGAR WALLACE: TREATMENT OF LUPUS VULGARIS BY INTRADERMAL INJECTION OF HYDNOCARPATES 


fio. .—Case 1. Lupus vulgaris of neck and face of 10 years’ duration. Fic. I1.—Case 1. The same, 12 months after treatment. 
Before treatment. 


Lupus vulgaris in region of old tuberculous elbow, 14 years’ 
duration. Before treatment in 1933. 


Fic. IV.—Case 2. The same in 1936 after treatment. 


Mi, V.—Case 10. Lupus vulgaris of thigh of three years’ duration. Before Fic. VI.—Case 10. The same in 1936, nearly two years after cessation of treatment 
treatment, June, 1933. 
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5 Fig. 1.—March 1, 1937. Very large left basal empyema. 


JAMES L. BROWN: INTRAPLEURAL PRONTOSIL IN STREPTOCOCCAL EMPYEMA 
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Fig. 2.—April 1, 1937. No sign of any fluid. 


A. PATRICK: ADVANCED EXTRA-UTERINE PREGNANCY 


Photograph showing the foetus and, on the left, the grossly enlarged Fallopian 
tube, with the placenta attached. 


EDGAR P. WATERS: PARTIAL EXTRA-UTERINE PREGNAY 


Anterior view of the uterus showing the wide gap of which the rounded edg# 
had become adherent to the parietal peritoneum. 
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standards recommended in the report of the Technical 
Commission, and of the differences observed as regards 
the state of nutrition of people in different countries or 
regions, and how far such differences are due to climate. 


The work of the Technical Commission on nutrition 
has aroused the greatest interest in the medical world 
and beyond its borders. Its report will inspire to a great 
extent the work of the forthcoming intergovernmental 
conferences on rural hygiene, as well as various other 
activities, and the Health Committee feels that the pro- 
cedure followed up to the present in the study of nutrition 
has produced valuabie results in a comparatively short 
time. The Technical Commission will remain the pivot 
of all activity in this field, and for specific studies it will 
have the benefit of the collaboration of groups of special- 
ists, or can apply for authoritative opinions to national 
authorities, leading scientific institutions, learned societies, 
and institutes and schools of hygiene, which last are 
carrying out certain field studies on the Commission’s 
behalf. 


DISSOCIATION AND REPRESSION 
LECTURE BY PROFESSOR McDOUGALL 


“ The Relations between Dissociation and Repression ” was 
the subject of a lecture delivered by Professor WILLIAM 
McDOuGALL, professor of psychology, Duke University, 
N.C., before the Medical Section of the British Psycho- 
logical Society at a meeting held at Tavistock Clinic on 
May 26. Dr. H. CRICHTON-MILLER was in the chair. 

Professor McDougall began by saying that the words 
“ dissociation ” and “repression” were widely used, but 
in the main by different authors. He had no doubt that 
both were needed, each standing for phenomena of a 
different order. Janet’s doctrine of dissociation had had a 
very wide influence, being propagated by William James 
and by many Harvard teachers. To these and other 
psychologists dissociation remained the master principle 
of all psychology, and they were sceptical about repres- 
sion. Others, however, pointed to repression as a process 
which seemed to lie at the back of many neurotic symp- 
toms. Freud had never admitted the need for the word 
“dissociation,” either as a term descriptive of neurotic 
symptoms or as standing for an explanatory theory, and 
in this he seemed to be followed by most of those who 
called themselves psycho-analysts in the stricter sense as 
well as others like Jung and Adler, who had derived their 
doctrines from Freud by way of emendation of his teach- 
ing. This continuing division of opinion was in part a 
consequence of personal antagonism between Janet and 
Freud ; it might properly be regarded as a symptom of 
the sickness of psychology. 

The lecturer himself regarded both conceptions, dis- 
sociation and repression, as necessary, and a considerable 
number of the more eclectically minded psychologists, 
who seemed to be more abundant in this country than in 
any other, used both words as descriptive terms and 
recognized the need for at least two corresponding theories 
of interpretation of the facts. At the time he wrote his 
Outline of Abnormal Psychology he confidently assumed 
the reality and importance of dissociative symptoms and 
the need for some adequate theory of dissociation. That 
was natural considering his affiliations with Harvard ; he 
was frankly a disciple of William James. He had read 
Janet intensively before he had ever heard of the Work 
of Freud, but when he came to study Freud he did not 
hesitate to recognize that in his doctrine of repression 
Freud had got hold of something of vast importance that 
had almost if not entirely escaped the penetration of Janet 
and others. He attempted in his book to hold the balance 
true, and to give due recognition and weight both to dis- 
sociation and repression, treating repression as a dynamic 
factor which in many cases prepared the way and led to 
dissociation, but he was very conscious at that time that 


he had not got to the bottom of a very complex problem 
of fundamental importance. He had gradually come to 
realize that under the one term “dissociation” he, like 
almost all who had used the word, had been confounding 
at least two things which required to be distinguished— 
broadly, dissociation and disintegration. 


Processes of Mind Organization 


The first step towards the clearing up of this complex 
problem must be to distinguish as clearly as possible the 
various different meanings of “ dissociation” as used by 
different writers, and in disentangling the meanings he 
was helped by keeping before his mind the distinguishable 
conditions of mental integrity. In the main the study of 
the abnormal went forward without regard of an explicit 
kind to the principles of harmonious integration. If one 
regarded the development and structure of the mind as 
the product of the operation of the all-powerful principle 
of association, as the nineteenth century psychologists did, 
then one naturally saw in dissociation the one all-prevail- 
ing principle of mental disorder. Some such logic as that 
seemed implicitly to have pervaded Janet’s doctrine of 
dissociation. 

Few were content nowadays with the old association 
doctrine of mental organization, but there was much un- 
certainty as to what principles must replace or accompany 
association as the organizing processes by which the sound 
mind became a harmoniously working entity or unity. 
He had distinguished two great aspects of mind organ- 
ization. The first was the logical structure, growing in 
two ways, mainly by the differentiation of the germs of 
mental structure or mental dispositions, but occasionally 
also by the fusion of such systems achieved by acts 
of synthetic apperception. The second aspect was what 
he called the historical aspect of the total structure of 
the mind, consisting of innumerable acts of association 
resulting in the formation of links between those units 
of structure which grew in the two ways just described. 

If there were, then, these three distinct processes of 
mind growth—differentiation, fusion, associative links— 
logically one ought to look for three corresponding pro- 
cesses of failure or breakdown. He thought such break- 
downs did occur, resulting from the undoing of these 
processes, but the one he wished especially to deal with 
was the breakdown of the historical structure resulting in 
what he understood by dissociation. He had come across 
cases of complete absence of memory of any particular 
past experience, complete amnesia so far as concrete facts 
were concerned, but complete retention of the use of 
language and the understanding of things. Such an indi- 
vidual found his chief trouble in practical life that he 
did not know the names of things, and names, of course, 
were attached to things by associative processes. On the 
other hand, there were also rare cases of arrest of function 
of the logical structure of the mind as well as the 
associative structure, and in such cases the individual 
became like a newborn babe, understanding nothing. The 
structure was not destroyed in either type of case, but 
somehow ceased to function, ceased to be flooded with 
energy. 


Relation of Dominance and Subordination 


Under this view of dissociation mind was not regarded 
as made up of aggregations of atoms of sensation or 
feeling or any “ stuff ” of consciousness, but rather as con- 
sisting of distinguishable units of structure, which might 
be described most conveniently as mental dispositions. 
These units of structure became linked with one another 
with a multitude of links of association. It was a fair 
assumption that the structure of the mind as he had 
described it hitherto could be validly transiated into 
terms of neural or cerebral structure, these “ disposi- 
tions ” being regarded as functional groups of neurons ; 
and naturally one could assume that mental dissociation 
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meant some kind of impairment or locking, partial or 
complete, of these neural cross-connexions. 

This was combined with a much more questionable 
assumption—namely, that neural continuity was the 
ground of the unity of consciousness. This might be 
valid, and it was so natural an assumption that it had 
been made by a number of authors apparently without 
realizing that it was speculative. This. last assumption 
was perhaps better stated in a more modern form—that 
one condition of the unity of consciousness was continuity 
of the field of energy changes going on in the brain at 
any one moment—and it was in that form that the 
assumption was commonly made by the latest school of 
German psychology, which put forward the very question- 
able doctrine of isomorphism. 

Professor McDougall went on to say that when he 
came to write his Outline of Abnormal Psychology he 
found it necessary to mention a fourth kind of functional 
relation between various parts of the total structure of 
the mind, one which clearly obtained in normal function- 
ing—the relation, namely, of dominance and subordina- 
tion. This relation made of the total structure not merely 
a vast complex system of units, reciprocally influencing 
one another, but a unity in a further and higher sense. It 
was the maintenance and functioning of these relations of 
dominance and subordination which integrated the whole 
organization of the mind and made it a harmoniously 
working unity. 

These relations were strictly dynamic ones. It was 
difficult to suggest any adequate picture of corresponding 
relations between neural systems. They were essentially 
moral relations, or at any rate mental. Perhaps they had 
no neural equivalents. It was because of this that he had 
felt compelled to describe the mind as made up of 
monads, meaning mental units, relatively independent 
psychic entities. The integration of a personality must 
be regarded as consisting in the main in the maintenance 
in one harmonious whole of the system of dynamic 
relations of dominance and subordination. The other 


‘structure relations might then be properly regarded as 


adjuvant, as instrumental aids to or conditions of integra- 
tion or the functioning of the whole personality. 


A Military Analogy 


At this stage the theory of dissociation and the theory 
of repression began to be connected. It could not be 
impossible to reconcile and combine these two ways of 
thinking. Professor McDougall took the analogy of an 
army, and used it several times during the remainder of 
his lecture. He imagined a great army spread over a 
wide front, with many compact units, each of which had 
its own internal organization. Such was the multiple 
structure. These units in turn were organized within 
larger units, to be likened to the mental systems. Then 
he supposed that for routine communications between 
these units and systems a multitude of field telephones 
would be installed ; these would represent what he had 
called the historical structure, the multitude of associative 
links. So long as the units maintained their normal in- 
ternal organization and the telephone wires were in good 
condition the army was a whole, each unit playing its 
part. It exemplified so long as those conditions obtained 
the principle of “holism” as set forth so elegantly by 
General Smuts, or what was called in America 
“ organicism.” But if for any reason, such as an electrical 
storm, the telephone system was impaired it would repre- 
sent what happened in the mind during relative dissocia- 
tion, as in sleep, hypnosis, anaesthesia, alcoholic influence, 
and fatigue. Actual rupture of the wires between the 
systems would represent local cerebral dissociation, cutting 
out some special function or allied group of functions. 

But the more effective function of the telephonic system 
did not make the army a unitary thing. If the wires 
carried only information about the state and doings of 
each unit, or gossip, or backchat, or argumentation, as 


might be imagined in an army run on communistic prin- 
ciples, no high form of unity would be attained. Such 
unity in a highly complex structure could perhaps only 
be found in the hierarchical system of dominance and 
subordination. The telephonic system might function 
well even though the army was in a state of anarchy; 
that would mean extreme disorder resulting from the 
breakdown of the hierarchical system. The lower form 
of unity represented by free communication between units 
would be there, the higher form of unity would be lacking. 
In other words, there would be disintegration and dis- 
harmony without dissociation. 

What was it in the mind that corresponded to the hier- 
archical organization in the army? It was a moral rela- 
tion, of authority on the one side and obedience on the 
other. The best example of this dynamic relation was 
that between the hypnotist and his subject. It had no 
physical compulsion, nor even the threat of it; it was 
purely a moral compulsion, and yet a dynamic relation 
of the most effective kind. The authority of the higher 
members of the mind system implied communication with 
the subordinate units. Did the higher members control 
the lower through the associative mechanisms? He was 
strongly inclined to the view that that was not the whole 
case. He liked the idea as expressed in Upton Sinclair’s 
phrase “mental radio,” or, in more familiar terms, tele- 
pathic communication, as indicating the means whereby 
these moral relations were maintained. But if that seemed 
too speculative there were various possibilities in more 
ordinary modes of communication. 


Maintenance of the Mental Hierarchy 


Given some means of communication through which 
these relations of dominance and subordination were main- 
tained, how was the authority or “ prestige” to be con- 
ceived? Here again a modification of the military analogy 
would help. A commander-in-chief or warrior-king was 
endowed with his power, in part as a result of his indi- 
vidual qualities, but also in part by reason of tradition, 
which in the human organism might be paralleled by here- 
dity, and in part by custom, which might be paralleled by 
habit. The commander-in-chief represented or symbolized 
the force or energy of the whole system and could bring 
it to bear upon any one part. Perhaps a soviet army, 
with its hierarchy of officials, afforded a closer analogy of 
the hierarchical organization of the mind. The main 
point he wished to insist on was the reality of the double 
system: first the associative links which maintained the 
communication between all parts, and, secondly, the 
dynamic relations of dominance and subordination which 
alone secured integration of all the mental functions. 


When these relations broke down there appeared in one 
form or another, not mere dissociation but other dis- 
integrations, or possibly it would be better to use the 
term “ disharmony ” as more descriptive. These two very 
different forms of disorder, dissociation and repression, 
each comprising a multitude of minor forms, were com- 
monly classed together, and both were called dissociation 
by one party and conflict or repression by the other. 
But the units of an army might disagree or refuse to obey 
orders—that was conflict without loss of contact ; such 
units might be overwhelmed and rendered ineffective, and 
that was repression. Such rebellion or mutiny might 
result in the breakdown of communications, the rebels 
becoming isolated physically as well as morally, which 
was repression leading to dissociation, with consequent 
disintegration. In either case the isolated unit might 
continue to struggle as well as it could against the forces 
which had overwhelmed it, or might be spurred to 
renewed activity by favourable circumstances. He re- 
jected Janet’s original use of the term “ dissociation” as 
descriptive of the falling away of mental atoms in the 
whole of consciousness. He accepted localized cerebral 
dissociation underlying various functional defects, but he 
admitted that there was a case to be made out against 
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this form of dissociation, and he distinguished between 
disharmony and disintegration, the latter in many cases 
bringing in dissociation as a secondary result of conflict 
and repression. 

In conclusion, Professor McDougall said that he was 
inclined to support the view that, although conflict and 
repression played a part in bringing about all such symp- 
toms as amnesias and anaesthesias, actual cerebral dis- 
sociation was produced in all such cases ; he went further, 
and argued that in some cases dissociation was directly 
produced without proceeding to conflict or repression. 
He also claimed that the clear distinction of the three 
forms of structural relation which he had mentioned, and 
of the fourth or dynamic relation of dominance and sub- 
ordination which he had stressed, might possibly furnish 
a clue to the interpretation of all functional disorders. 


Reports of Societies 


AIR CONDITIONING 


At a combined meeting of the Sections of Epidemiology 
and State Medicine and Medicine of the Royal Society of 
Medicine on May 28, with Surgeon Captain S. F. DUDLEY 
in the chair, the subject of air conditioning was dealt with 
from various points of view. 


Ventilation 


Mr. R. FREDERICK, a specialist research worker in the 
Admiralty, discussed ventilation and its investigation. The 
study of ventilation in naval establishments and on H.M. 
ships, he said, was centralized at the Royal Naval Medical 
School, Greenwich, to which samples of air and appro- 
priate records were sent. Sometimes, however, these 
samples had to be examined at their place of origin, and 
for this purpose a transportable laboratory was used, the 
various equipment of which he described and exhibited 
to the meeting. 


The determination of carbon dioxide gave a reliable and 
quick means of finding out the respiratory impurity. A 
proportion of 12 parts per 10,000 was quite harmless. 
Even if the respiratory carbon dioxide in a room increased 
to 200 parts per 10,000 he was quite sure nobody would 
be conscious of it. At 250 parts it might be noticed 
a little. Only when the carbon dioxide exceeded 300 parts 
did the effect become appreciable, and experience of an 
atmosphere in which the respiratory impurity was 500 
parts per 10,000 was not likely to be forgotten. The 
amount of air which must be supplied in an enclosed 
Space to maintain a satisfactory condition was from 
2,000 to 3,000 cu. ft. per man per hour, but this was being 
more and more regarded as only one factor in ventilation, 
and it was realized that the question of floor space was no 
less important. The first requisite in air comfort was to 
have a moderate temperature and a moderate humidity. 
So far as temperature was concerned, in temperate climates 
the dry bulb was of chief interest, and in hot climates the 
wet. It had been suggested that the ideal was a tempera- 
ture of 60° F., with a relative humidity of 50 per cent., 
but most people would find that too cold. The greatest 
agreement would be reached with temperatures of, for 
hard manual work, 60° to 62° F., for sedentary work 62° 
to 64° F., for leisured conditions 64° to 66° F., with a 
relative humidity of 70 to 75 per cent. With regard to the 
wet bulb the figures of Haldane had been widely accepted : 
in the still air a limit of 88° F. for sedentary work and 
78° F. for hard work, and in moving air corresponding 
limits of 93° and 85° F. Personally he thought these 
temperatures could be placed considerably higher. 

The beneficial effect of air movement was due to its 
Continual dispersal of the envelope of hot air between the 
clothes and the skin and the increased effect of convection 
Currents. Apart from respiratory impurity, ventilation 


conditions were assessed by the dry-bulb and the wet- 
bulb temperatures, the relative humidity, and the air 
movement. In America the combined effect had been 
termed the “ effective temperature,” and a “ comfort zone ” 
had been worked out, but for various reasons the use of 
such a combined method would be inapplicable in this 
country. 
Air Conditioning in Factories 

Mr. C. W. Price of the Home Office referred first to 
the variety of conditions in industry. One ship’s cabin 
was very like another, but “factory” was a compre- 
hensive term, including all manner of works and mills in 
which the type of occupation imposed special conditions. 
While a proportion of factories could be air-conditioned, 
in any large number complete air conditioning was not 
within the realm of practical politics. A large number 
of plants for the partial conditioning of the air supply in 
factories had been installed, including plenum systems for 
supplying warm air in cold weather or cool air to furnace 
workers and the like. In addition, many exhausting 
plants were in service for extracting deleterious products 
in manufacturing processes. These extraction installa- 
tions might be responsible for the whole of the ventilation 
in the rooms concerned, since the air extracted must be 
replaced. 


The regulation of humidity in this country had not so 
far been adopted in the ordinary factory; thus there 


was nothing comparable with the more complete air-”* 


conditioning practice in the United States and Canada. 
If ordinary factories were adequately ventilated as the law 
required the problem of humidity was and would be 
regarded as of little significance. There was no require- 
ment dealing with the cleanliness, the temperature, or the 
humidity of the air supplied; there must, however, be 
sufficient ventilation. The new Factories Bill would assist 
in bringing about some more efficient air conditioning in 
many workrooms. It was proposed to require the extrac- 
tion where practicable of any dust whatsoever evolved in 
a manufacturing process if produced in substantial quan- 
tities; the present provisions were limited to harmful 
dusts. In not a few factories the advances made had 
already been very far-reaching, even in workrooms where 
peculiar conditions had to be overcome. Such good 
conditions might be found even where dangerous. pro- 
cesses were carried on. Employers had been helpful, and 
had agreed to the necessary provision of higher standards 
of ventilation, while not neglecting temperature require- 
ments. Attention had also been given to rates of air 
movement in particular positions in factories. Radiation 
was not an air-conditioning factor, but it was one, never- 
theless, to be taken into account in any relative tempera- 
ture evaluations. To what extent in factories should 
complete air conditioning be adopted or recommended? 
As regards workrooms where it might be adopted with 
advantage, it was doubtful whether the regulation of 
humidity as in complete conditioning was in general 
necessary. Mr. Price briefly discussed the guidance given 
by recent physiological research. 


Allergic Conditions and Air Purification 


Professor E. M. FRAENKEL said that pollution of the air 
was of importance in different types of allergic complaints 
such as hay fever, asthma, and some cases of urticaria 
and eczema. The types of allergens which were efiective 
were either outdoor or indoor impurities. The latter 
might be brought in by air or clothing or might consist 
of allergen-forming material already present (horsehair, 
feathers, woollen carpets, moulds, rugs, and the like) or 
of breakdown products formed by the action of moulds 
from innocuous indoor material. Air purification in the 
case of allergic patients was not identical with air con- 
ditioning. The walls and the contents of rooms air- 
conditioned for this purpose must be constructed of suit- 
able material, as indoor allergens were a more frequent 
source of trouble than those from outdoors. Impurities 
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from outside might be solid particles, fine droplets of 
moisture, Or even gases or vapours, but were mostly a 
combination of two or more of these. Various methods 
such as filtration, freezing, washing, or the influence of 
an electrostatic field had been devised for air purification. 
By means of a cinematograph film a special method of 
chemical and physical filtration devised by Professor 
Fraenkel for use in the diagnosis, prophylaxis, and treat- 
ment of suitable allergic cases was demonstrated. It was 
used in connexion with masks, sleeping bags, and cubicles, 
and the effect on an asthma subject sensitive to dog 
hairs was very strikingly shown. 


The Psychological Factor in Ventilation 


In the course of some informal discussion, in which Dr. 
CLaRK TROTTER and Surgeon Captain DUDLEY took part, 
Sir WELDON DALRYMPLE-CHAMPNEYS drew attention to the 
very considerable psychological factor in ventilation. In 
the Tropics it was found that white people stood up to 
moist heat badly, not only because they did not sweat 
satisfactorily, but because they were depressed by the idea 
that the atmosphere in which they were living was too 
hot and too moist. He had been struck while in tropical 
countries with the reactions of his companions to increas- 
ing heat and humidity, suggesting a psychological factor, 
and not to be accounted for on the basis of the purely 
physical condition. People of a more phlegmatic tempera- 
_ment stood up much better to increasing heat. The same 
thing was noticed in dug-outs during the war. Some men 
could not endure them, not owing to any claustrophobia, 
but because they thought the place was getting unhealthy. 
He had also noticed that in the cabins of ships in hot 
weather when the portholes had to be kept closed many 
people felt they were being suffocated. The importance 
of odours must also be remembered. Odours gave some 
people the impression of suffocation and made them 
acutely uncomfortable, though the actual physical con- 
ditions might be comparatively satisfactory. 


Local News 


ENGLAND AND WALES 


Occupational Therapy 


The Ladies Guild of the Hospital for Epilepsy and 
Paralysis, Maida Vale, W., organized a sherry party at 
Chester Terrace on May 26, when Dr. Wilfred Harris 
gave an address on the subject of occupational therapy, 
mentioning that this hospital was one of the first in 
England, other than mental hospitals, to adopt this form 
of treatment. Dr. Harris said that although occupational 
therapy was as old at least as Galen, the great war brought 
about a revival of interest in the treatment on account 
of the large numbers of shell-shocked patients and others 
wounded in mind and body for whom it offered a restora- 
tion of self-confidence, stimulating a desire for renewed 
health. Occupational therapy was a system of devising 
occupations such as various handicrafts for patients who 
otherwise would have nothing to do, and in whom idleness 
would aggravate the condition of depression or insomnia 
and weaken their already weak muscles and mental pro- 
cesses by disuse. In recent years occupational methods 
of treatment had been greatly developed and systematized 
in many of the large mental hospitals. Dr. Harris men- 
tioned in particular the hospital at Santpoort near 
Haarlem, under Dr. Kraus, which he had recently visited, 
and Chester County Hospital under Dr. Grylls, where the 
recovery rate had gone up 44 per cent. since the treat- 
ment was instituted. At both these large hospitals of 
from 1,500 to 1,700 patients, from 95 to 98 per cent. of 
the patients were constantly employed in handicrafts, such 
as weaving, mat or rug making, knitting, sewing and 
embroidery, bookbinding, making paper flowers and bags, 


wood carving, basketry and raffia work, besides kitchen 
and laundry work, and outdoor occupations in the garden 
and on the farm. 


TRAINED SUPERVISORS 


As a result of this intensive system of occupational 
treatment, Dr. Harris said, it was found that noisy, trouble- 
some, and destructive patients became quiet, social, and 
productive, and hypnotics and other sedative drugs were 
much less required. It was not only for mental hospitals, 
however, that occupational treatment was valuable, for it 
had already been developed in Canada at the Toronto 
General Hospital, and at the Astley Ainslie Convalescent 
Institution in Edinburgh. In America and Canada and in 
Scotland associations of occupational therapists had been 
formed; one was now being formed in England, and 
schools were being started, such as the Dorset House 
School at Clifton, and that of Miss Tarrant and Miss 
Rivett in London, where girl students attended lectures 
and were trained in the various handicrafts for two years 
before obtaining a diploma as teachers. A new profession 
was thus opening up for educated women, for it was 
necessary to have trained supervision of the patients at 
their work to teach them and the nurses the handicrafts, 
and to select occupations suitable to the different types of 
patients, some of whom required sedative and others 
stimulating methods, or exercises for certain groups of 
muscles. Co-operation between the medical staff and the 
nurses on the one hand with the occupational therapist 
on the other was essential, and the therapist should be 
supplied with details of the patients’ ailments and their 
special needs. Games for small classes with the medicine 
ball and rhythmical physical exercises to music were an 
added feature of value to patients able to walk about. The 
essence of occupational therapy was to exercise the limbs 
in various ways, and also to exercise the mind without the 
patient realizing that he was doing work or was being set 
a task. Thus it became recreation, and instead of hours 
of boredom recurring daily, which led to increasing depres- 
sion and misery of outlook for the future, the patients 
slept better and more naturally, became brighter and 
happier, and felt that they were accomplishing something 
definite, making something useful, and perhaps might 
presently be started in a profitable trade. 

The Maida Vale Hospital (whose new title is to be the 
“St. Marylebone Hospital for Nervous Diseases”) is 
finding the system very advantageous. There are initial 
expenses in providing looms and materials, but once 
started the treatment will more or less pay its way ; even 
a small shop could be stocked, or outside shops supplied 
with articles not retained in the hospital. Although the 
salary of a professional occupational therapist has to be 
paid, an item on the other side is the not inconsiderable 
saving in the cost of hypnotic drugs. Dr. Curran, 
psychiatrist at the Maida Vale Hospital, added a few 
words on his experience in the psychiatric clinic attached 
to the Johns Hopkins Hospital, and Miss Tarrant gave a 
demonstration of the work that was being and might be 
done. Over a hundred guests were present, including 
several members of the committee of management of the 
hospital and the majority of the medical staff. 


The London Bus Strike : Health Aspects 


The report of a Court of Inquiry concerning the stop- 
page of the London Central Omnibus Services, 1937, has 
been issued as a White Paper (Cmd. 5464, price 4d.). It 
is signed by all three members of the Court—Mr. John 
Forster, Sir Arthur Pugh, and Mr. Basil Sanderson—and 
paragraph 42 of their conclusions is devoted to the effect 
of working conditions upon the health of the men. 


“The claim for the adoption of a maximum 74-hour day 
was based fundamentally upon the contention that the work 
of the busmen is injurious to their health. Upon this question 
there was put before us, in addition to certain statistics, the 
evidence of three medical men. Neither the statistics nor the 
oral evidence convinced us that the claim of injury to health 
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was proved. ... If the medical evidence is examined it will 
be seen that both Dr. S. J. Woodall and Dr. H. B. W. Morgan 
stated that the views which they held that there was a high 
incidence of illness among busmen were based more on general 
impressions than on any statistical evidence. Professor Culpin 
frankly admitted that he was not prepared to draw any con- 
clusion from the results of the investigations he had made. 
Although we could not regard the evidence as affording any 
conclusive proof that the busmen’s occupation is injurious to 
health, we feel . . . that a prima facie case was made out for 
further and immediate investigation by a properly qualified 
body specially constituted to deal with this important matter. 
We also feel that such a body should include experienced repre- 
sentatives of employers and of workers as well as medical men 
and other persons with the necessary technical qualifications 
to enable the matter to be freely explored. ... We are aware 
of the fact that there is already in being a subcommittee of 
the Industrial Health Research Board which is investigating 
the question whether gastric disease among busmen is greater 
than among other similar classes of workers. It is therefore 
necessary to point out that the question raised by the present 
dispute is one of the causation of disease among busmen rather 
than the question of comparative incidence of disease, which 
is the question before that subcommittee.” 


Bristol Tuberculosis Conference 


The twenty-third annual conference of the National 
Association for the Prevention of Tuberculosis will be heid 
in the physics classroom of the University of Bristol on 
Thursday, Friday, and Saturday, July 1, 2, and 3. The 
chief subjects for discussion are “ Propaganda and Pub- 
licity Methods,” to be opened by Dr. Harley Williams ; 
“Preventive Institutions, with Special Reference to Open- 
air Schools”: (a) “ Environment,” to be opened by Dr. 
Ralph P. Williams, and (6) “ Nutrition,” to be opened by 
Professor J. A. Nixon; “ Equipment and Activities of a 
Tuberculosis Dispensary,” to be opened by Dr. C. J. 
Campbell Faill. The discussions will take place on the 
first two days of the conference and will be followed by 
the annual meeting of the National Association, when it 
is hoped that Dr. N. D. Bardswell will speak on the 
association’s inquiry into tuberculosis in Cyprus. The 
third day will be devoted to visits to various institutions. 
Full particulars of the conference may be obtained from 
the acting secretary-general, N.A.P.T., Tavistock House 
North, Tavistock Square, London, W.C.1. 


Queen Charlotte’s Hospital 


The annual report for 1936 of Queen Charlotte’s 
Hospital records further satisfactory progress in the use 
of prontosil. In a series of eighty-five cases of haemolytic 
streptococcal infection, sixty-four of which were treated 
with this drug, there were only three deaths. The mortality 
rate of 3.5 per cent. in this series compares with a rate 
of 22.2 per cent. from the opening of the Isolation Block 
to the end of 1935. Laboratory research demonstrated 
that the action of prontosil was probably due to the forma- 
tion in the body of a simpler derivative. Clinically it 
was found that this substance produced a greater resistance 
to haemolytic streptococci, and for this and other reasons 
itis now being used in the wards. The report states that 
laboratory methods, evolved to distinguish potentially 
dangerous streptococci from relatively harmless types, have 
now become part of the ordinary routine, and that the 
hospital is prepared to undertake such investigation for 
any medical practitioners or public authorities who may 
require it. There has been a gratifying response from 
Many parts of the country, and large numbers of swabs 
ave been received. By this means it is possible to deter- 
mine whether a doctor or nurse, in whose throats there 
May be reason to suspect the presence of haemolytic 
streptococci, may safely attend a confinement. In the 
Course of the year under review 3,004 in-patients were 
treated at the hospital, the largest number in the history 
of this institution. Of these patients 130 were single 
Women with their first child. 


SCOTLAND 


Anti-tuberculosis Campaign in Scotland 


The report of the Royal Victoria Hospital Tuberculosis 
Trust, which was summarized in the Journal of May 29 
(p. 1132), was presented to the annual meeting of sub- 
scribers to the Trust on May 26. Mr. T. J. Carlyle Gifford, 
who presided, said that the Edinburgh tuberculosis scheme 
was now celebrating the fiftieth anniversary of its founda- 
tion by Sir Robert Philip in 1887, and it was a matter for 
regret that for the first time since the work of this Trust 
began Sir Robert Philip was unable to be present owing 
to illness. To-day a considerable amount of the Trust’s 
resources was devoted to research. The chairman, in 
referring to the Trust’s dairy farm at Gracemount, said 
that some other countries were far ahead of Britain in 
the provision of clean milk, and it might be said that 
under present conditions in Great Britain milk was one 
of the most dangerous foods. The Trust would therefore 
continue to press for improved conditions of milk produc- 
tion throughout the country. Professor Stockman, 
Glasgow, spoke of his early collaboration with Sir Robert 
Philip in research on tuberculosis, and said that there had 
been many difficulties at first on account of prejudice, 
apathy, and wrong teaching. In considering the great 
work that had been done, they must think not only of the 
decrease in the death rate from the disease, but also of 
the accompanying decrease in suffering and impoverish- 
ment. Only two diseases were comparable with tuber- 
culosis, one of these being scurvy and the other small-pox, 
and both of these were rare now in this country. It was 
to be hoped that in another fifty or hundred years tuber- 
culosis would be just as rarely encountered as these two 
were at the present time. 


Research into Causes of Mental Illness 


In the fifth annual report of the West of Scotland Neuro- 
Psychiatric Research Institute, Glasgow, it is stated that 
owing to the prior claims of other researches anaerobic 
bacteriological investigations were curtailed during the 
latter half of 1936. The study of flocculation reactions 
and their use in the serological diagnosis of syphilis has 
been actively pursued, and the production of a flocculation 
test which will be especially suitable for both sera and 
fluids is anticipated in the near future. Since July a 
systematic investigation of leucocyte activity in a patient 
suffering from the manic-depressive psychosis has been in 
progress. At the time of the preparation of the report, 
429 examinations had already been made, covering a short 
normal phase followed by two months’ depression and a 
gradual recovery of equilibrium. It is hoped to extend the 
observations over the whole cycle of the disease with a 
view to recording whether significant changes take place 
in the blood from one phase of the mental illness 
to another. Certain bacteriological and biochemical 
examinations have also been made on this case. Re- 
viewing research activities in associated mental hospitals 
and institutions, the report states that considerable progress 
has been made in the study of calcium metabolism in 
mental diseases. Investigations of the absorption rate of 
calcium as gluconate, administered intravenously, show 
encouraging results. At the conclusion of the report, the 
director, Dr. W. M. Ford Robertson, stresses the need 
for expansion of research into the causes of mental 
illness. 


Glasgow Post-Graduate Courses 


A summer session for post-graduate teaching has again 
been arranged under the auspices of the Glasgow Post- 
Graduate Medical Association. The facilities will fall 
chiefly into two divisions: (a) general medical and surgical 
course, and (b) clinical assistantships. During the last 
two weeks of August and the first two of September a 
whole-time course. for which an inclusive fee is charged, 
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will be conducted in some of the general and special 
hospitals. The course will include most of the subjects 
of interest to the general practitioner—the mornings being 
occupied with general medicine and surgical diagnosis and 
minor surgery in the Royal Infirmary and the Victoria 
Infirmary, and the afternoons with special subjects in the 
special hospitals or departments of the general hospitals, 
two subjects being dealt with each afternoon. In a 
number of the institutions taking part in the work of the 
association, clinical assistantships are available in the 
summer months as well as at other times. Full particulars 
may be had from the secretary, Glasgow Post-Graduate 
Medical Association, The University, Glasgow. 


Correspondence 


Trachoma from Spain 


Sir,—We are fully aware of the dangers of any infec- 
tious disease which could arise in a camp of 4,000 
children, whether these diseases are those common to this 
country or peculiar to Spain. 

Efficient co-operation exists between this camp and local 
authorities in Southampton and Winchester under super- 
vision from the Ministry of Health. A completely 
equipped isolation unit was ready the day after the 
children arrived here, and is used as a diagnosis centre. 
Specimen material for bacteriological examinations is sent 
from here to local public health authorities for prompt 
investigation. There are five resident medical officers, 
who carry out a camp inspection daily at 7 a.m., when 
every child is seen. All sick children are referred imme- 
diately to a special medical tent. 

With regard to ophthalmic examinations, one member 
of the staff has had a wide experience of trachoma as 
medical officer to the Royal Mail Company for examina- 
tion of immigrants from Central Europe. He has not yet 
discovered any evidences of trachoma. As an extra pre- 
caution an ophthalmic surgeon from Southampton has 
kindly consented to see any special case. 

It is so easy to rush into print and point out dangers 
which all medical men know to exist. It would be a 
matter of professional courtesy if Mr. A. F. MacCallan 
would communicate with me before disseminating his 
remarks. His letter to the British Medical Journal would 
not then have been necessary.—I am, etc., 


RICHARD W. TAYLOR, 


North Stoneham Camp, Eastleigh, Senior Medical Officer. 
Hants, May 29. 


Sir,—As President of the International Organization 
against Trachoma, Mr. A. F. MacCallan is clearly in a 
position to make ex cathedra statements as to the dangers 
of introducing this disease into England, and to warn the 
Ministry of Health against so doing. It is unfortunate, 
however, that before a question was asked in the House of 
Lords about the matter, with its inevitable repercussions 
and alarms, Mr. MacCallan should not either have got 
in touch with any one of those directly concerned with 
the medical examination and care of the children, or have 
made some inquiries as to the incidence of trachoma in 
the Basque district. He also appears to have assumed a 
trifle uncharitably that because the “gentlemen” who 
examined the children before embarkation in Bilbao were 
without special knowledge of ophthalmology, they were 
therefore also lacking in the elements of common sense. 
We did, in fact, make it our first duty on arrival in Bilbao 
to inquire from the public health authorities as to the 


incidence of trachoma in the Basque district, and found 
that of recent years it has been extremely low. This was 
confirmed by a Spanish ophthalmic surgeon of many years’ 
experience in Bilbao, who accompanied the children to 
England. 

Mr. MacCallan’s statement that trachoma is “ practi- 
cally universal” in certain provinces of Spain is appar- 
ently based on the report of Professor Soria (XIII, Con- 
sillum Ophthalmicum, 1929, 3, 113), and refers to the 
districts of Murcia, Almeria, Valencia, and Castellon. It 
is, however, so exaggerated that it is surely based on a 
misunderstanding of Professor Soria’s statistics. The 
figure 90 per cent. which he gives refers not to the 
incidence of trachoma in the whole population, but to 
the percentage of eye cases which are trachomatous, 
Actually the highest incidence of trachoma in any province 
was 2 per cent. of the population. The same source 
shows that the incidence in these districts was from 
twenty-five to fifty-five times as high in the neighbourhood 
of Bilbao, so that Mr. MacCallan’s whole quotation is 
liable to be profoundly misleading. 

It is hardly realized in this country how widely different 
from South and South-East Spain are the circumstances 
both as regards climate and public health in the Basque 
district. Details of the medical care and examination of 
the children in England are given by Dr. Taylor. 

We need hardly add that all those concerned are fully 
aware of their responsibility, and anxious to co-operate in 
necessary measures to prevent the spread of any infection 
that may occur.—We are, etc., 

RicHARD W. B. ELLIs, 


London, W.1, June 1. AupDREY E. RUSSELL. 


Treatment of Pharyngeal Carcinoma 


Sir,—I am much indebted to Mr. Musgrave Woodman 
(Journal, May 22, p. 1089) for calling my attention to his 
experience in the use of inserted plaques. There must, 
however, be some fundamental difference in the technique 
we employ, for in the method which I described the plaques 
are at some distance from the skin wound, which is, in fact, 
not exposed to any appreciable radiation. In my own 
cases the healing of the skin wound has been perfect, a 
very important consideration in patients of this class. 

As to the radiosensitivity of pharyngeal carcinoma, I 
am afraid that I must dissent from him entirely. The work 
of Berven and of Coutard fully confirms my own ex- 
perience that growths in the oral pharynx, including those 
of the tonsil and the base of the tongue, are peculiarly 
sensitive to radiation, and it is in these cases that the 
method of inserted plaques is specially applicable. The 
exact construction of the plaque and the arrangement of 
the radium within it are, however, of considerable 
importance if good results are to be obtained.—I am, etc. 


London, W.1, May 27. H. S. Souttar. 


Influenza and Industry 


Sir,—The article of Dr. William Blood in your issue of 
May 22 (p. 1079) calls for some comment. The average 


‘incidence of fresh visits to insured persons as compared 


with fresh visits to their dependants is usually in the ratio 
of 1 to 3 or 1 to 4. At the outbreak of the recent 
epidemic this rose abruptly for a few days to a ratio of 
2 to 1. This bears out Dr. Blood’s observation that the 
chief cause of initial spread was through the workshops, 
but if reference be made to the Journal of October 25, 
1919, an article will be found on the “ Spread of Influenza 


in 
sho 
epi 
late 
cas 
are 
me 
Inf 
ad\ 
wh 
4 hol 
obs 
191 
ro 
dea 
to 
I 
epi 
as 
pre 
tior 
Ro 
div 
nor 
cla: 
He: 
a infl 
tha 
pro 
tun 
: 
bio 
Als 
in 
tert 
is 
5 cha 
ent 
call 
as 
bla 
obs 
of 
the 
fas| 
mo 
H 
Wel 
pla 
\ 
Cate 
dia 
The 
me 
of 
mo 


JuNE 5, 1937 


CORRESPONDENCE 


Tue BritIsH 
MEDICAL JOURNAL 1175 


in an Industrial Area,” which I contributed. It was 
shown that of the three great waves of the 1918-19 
epidemic only in the first and mildest wave did infection 
appear to be associated with the workshops. In the two 
Jater waves, and it was in those that most of the serious 
cases occurred, there was a slow spread throughout the 
area in which neither church, school, place of entertain- 
ment, nor workshop could have played any integral part. 
Infection through the workshop appears to be to the 
advantage of the worker. His illness is less serious than 
when it follows that of some other member of the house- 
hold. Furthermore, as he usually comes earlier under 
observation than a dependant it enables the risks associated 
with household infection to be dealt with sooner. Since 
1919 only two insured persons under my care have died 
from influenza, and the circumstances surrounding their 
deaths testified, even from the point of view of treatment, 
to the paramount importance of attention to the atmo- 
sphere of the sick-room and the home. 

Dr. Blood draws attention to the lower incidence of the 
epidemic among “ the female members of the office staff ” 
as compared with “the female factory hands,” and ex- 
presses surprise. An explanation based on the observa- 
tions of the late Sir William Hamer and given to the 
Royal Society of Medicine might be suggested. He 
divided a group of his intimate friends into vagotonics, 
normals, and sympatheticotonics. This was based on a 
classification suggested by the writings of Eppinger and 
Hess. He found the vagotonics the most susceptible to 
influenza. The study of his arguments led to the belief 
that he had furnished a valuable clue to many of the 
problems of influenza. Certain of these I had indicated 
in the paper of 1919. He kindly afforded me the oppor- 
tunity to meet some of his friends whom he had classified. 
It is true that in his argument he had made use of Hering’s 
biological conceptions, which are somewhat out of date. 
Also the recent discovery of the dual action of the vagus 
in digestive processes must modify the accuracy of the 
terms which he had used in his classification ; but there 
is little doubt that the clinical picture he presented is 
characteristic of any influenzal epidemic, and the appar- 
ently well nourished, by whatever name they may be 
called, are the most susceptible to influenza. I write as 
a student of six epidemics in one area. One can hardly 
blame Sir William Hamer for having presented his 
observations under cover of complicated theories, because 
of the surprising deductions which may be drawn from 
them; but it is probable that Dr. Blood’s observation 
in regard to the office girl can be explained by the modern 
fashion of the slim figure. The office girl pays more 
attention to this than the factory girl, and the single girl 
More than the married woman.—I am, etc., 


Halifax, May 29. A. GARVIE. 


Malaria Control 


Sir,—In the last epidemic of malaria in Ceylon there 
Were 1,500,000 cases, 70,000 deaths in six months, and 
30,000 Ib. of quinine and large quantities of atebrin and 
plasmoquine were used—a terrible admission of the 
failure of the measures adopted. 

Whenever the destruction of adult mosquitos is advo- 
Cated as a measure of malaria control experts imme- 
diately rise up in arms to defend anti-larval measures. 
The two stock arguments invariably brought forward are: 
(1) that anti-larval control is the proved and accepted 
Method and that it is infinitely superior to the destruction 
Of infected mosquitos; and (2) that as swarms of 
Mosquitos are daily flying from the breeding grounds to 


the houses it is impossible to destroy them all and 
therefore useless to destroy any. 

This is precisely the same criticism that was raised in 
regard to the utility of anti-larval measures, but experi- 
ence proved that a reduction of the number of mosquitos 
by larval control reduced the incidence of malaria, and 
it is equally certain that by reducing the numbers of 
mosquitos in infected houses we can effect a very great 
reduction in the incidence of malaria at present increased 
by mosquitos which have escaped the anti-larval methods. 


1. (a) No one would disagree with the great value of anti-larval 
measures, but very few places can afford to spend the vast 
sums that are necessary in order to carry out these measures 
efficiently. In poor countries like the West Indies the effects 
are small and disappear when the measures cease. (b) Anti- 
larval measures require time, and while they are getting under 
way swarms of anopheles mosquitos are breeding daily, flying 
to adjacent houses, and spreading malaria. (c) During wet 
weather the effects of anti-larval measures are greatly 
diminished. 

I am not suggesting that anti-larval measures should 
be discontinued or lessened, but I am advocating the 
destruction of adult mosquitos, not as an alternative but 
as a valuable adjunct to anti-larval measures. 


2. If mosquitos are not destroyed in the houses where there 
are acute cases of malaria sooner or later gametocytes will 
appear and will infect these mosquitos. Surely that is one 
way in which epidemics of malaria develop; and as long as 
swarms of mosquitos are breeding in adjacent pools and 
swamps the more urgent it is to destroy the adult mosquitos, 
which are likely to become infected. Carry on the anti-larval 
measures in every possible way, but carry on also the daily 
destruction of adult mosquitos as an important secondary 


measure, 


The people can be taught to destroy adult mosquitos 
in their houses by swatting, fumigation, and trapping. 
These methods of destroying them are of great value in 
any campaign against malaria. Public health authorities 
who are entrusted with the lives and health of the people 
living in malaria zones assume a very great responsibility 
when they neglect any method which will afford protec- 
tion additional to that provided by anti-larval measures, 
especially when this could be done at such a relatively 


small cost.—I am, etc., 
W. M. McDonatp, O.B.E. 
Antigua, Leeward Islands, May 3. MECS.LE:CP. 


Enuresis in Children 
Sir,—The article by Dr. H. G. McGregor in the Journal 
of May 22 is of great interest. The “self-help” plan 
which I introduced into our Homes about ten years ago 
has been so good that belladonna, bromide, etc., are used 
only for the very few more persistent cases. 


DRY NIGHT SHEET 


Ist week 2nd week 3rd week 4th week 


Sunday .. 
Monday 

Tuesday 
Wednesday ae 
Thursday 
Friday . 
Saturday 


A red star to be entered for a dry night. 


Above is a specimen of the “dry night sheet” used 
in the Homes. The object is to encourage the child to 
see how many red stars he can get in a week and whether 
he can score over the previous week.—I am, etc., 

A. H. MACDONALD, 


Dr. Barnardo’s Homes, E.1, May 24. Chief Medicai Officer. 
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Sir,—It would add to the interest of Dr. H. G. 
McGregor’s paper on this subject (Journal, May 22, 
p. 1061) if he would add the cases which he failed to 
cure, and his views of the causes.—I am, etc., 

London, $.W.3, May 24. W. S. A. GRIFFITH. 


[Dr. McGRreGor writes in reply: I believe that the 
failures in my series of enuresis were in most instances 
due to my own inability to capture the child’s interest 
in a treatment which is more in the nature of a pleasant 
game than anything else. The child achieves a dry night 
and is made much of at the next consultation ; the record 
that he keeps merely serves to fix his dry nights as a 
personal achievement. Ten of my failures were obviously 
bored with the whole procedure, and in no way could 
I move them. I regard this, however, as a failure in my 
application of the principle and not as a failure in the 
principle itself. The remaining four cases, as indicated, 
had some physical concomitant to their enuresis, which 
presumably was too powerful an aetiological factor to 
be overcome by a purely mental attitude. Although I do 
not wish to leave the impression that this is the only 
method of treating enuresis, I do believe that in the 
absence of organic cause a great many cases can be 
relieved if they can be persuaded to take a lively interest. 
The method I reported is only one of many that might 
be used to secure it. The success of any such method 
depends on the individual clinician.] 


Technique in Knee-joint Surgery 


Sir,—Professor Graham Simpson, in your issue of 
May 22 (p. 1088), raises some interesting points on the 
above subject, and criticizes my recent lecture in kindly 
terms. He suggests that a preparatory dressing from the 
toes to the groin is distinctly fussy, and that a soap-and- 
water bath from the sole to the vertex would be more 
rational. If the skin preparation does not extend to the 
groin it is impossible when scrubbed up to apply the 
tourniquet high, and this is very necessary for the proper 
application of the wool compress at the close of the 
operation, before the tourniquet is removed. 

Professor Simpson seems to doubt both the possibility 
of wound infection from within and the necessity for 
any sort of preliminary skin preparation before operation. 
These are subjects which might well be debated in your 
columns, but which were beyond the scope of a post- 
graduate lecture.—I am, etc., 


London, W.1, May 31. 
Blood Transfusion in Obstetrics 


Sirn,—Mr. Owen-Jones, in his letter published in the 
Journal of May 22 (p. 1090), reiterates a principle which 
I have emphasized for some years—namely, that when 
a patient is so ill as a result of haemorrhage that intra- 
venous infusion is necessary, delay is dangerous, and a 
stock solution should be introduced into the venous 
system immediately, whether or not a blood transfusion 
will be required later. 

Although I favour an ephedrine-glucose-gum solution 
for this purpose, I should like to reassert that I consider 
the principle involved to be even more important than 
the actual composition of the solution, provided that the 
latter is of a colloidal nature. My preparation proved to 
be the most efficacious of the several mixtures I tried out 
during the five years preceding 1935, and I have not since 
been able to improve the formula. A secondary serious 
fall in blood pressure following a good response to the 
primary infusion is seldom met with, provided that: 


Eric I. Lioyp. 


1. The warmed fluid is introduced very slowly into a vein, 
I now look upon forty minutes as the minimum time fo 
intravenous infusion of one pint of solution. 

2. A liberal supply of glucose water is given by the mouth, 
and, when necessary, tap-water is given per rectum to sup. 
plement and maintain the fluid level in the body. 

3. The introduction of fluid into the vascular system in 
excess of requirements is avoided during the stage of recovery 
of the capillary endothelium. 

4. Overheating of the patient, causing excessive fluid loss 
by perspiration, is guarded against. 

5. Sedatives are administered for uneasiness or frank rest- 
lessness. 

6. Inessential obstetrical manipulations and transport to 
hospital are postponed, as recommended by Professor Claye 
(Journal, May 15, p. 1044), until the condition of the patient 
is satisfactory. Transport from the patient’s home to hospital 
is less frequently necessary where a “ flying squad” scheme 
is in operation. 

7. A blood transfusion is given after the simple infusion as 
soon as a donor can be obtained when a cataclysm of haemor- 
rhage has been preceded by recurrent minor haemorrhages, 
and when inanition, recurrent syncopal attacks, sighing respira- 
tion, or slow recovery follow the primary infusion. 

With regard to the method of infusion, I feel that the 
simpler the apparatus and technique the less likely are 
delays and difficulties to be encountered. For this reason 
I support the view put forward by Dr. Malcolm Black 
that the gravity method is most satisfactory for routine 
use.—I am, etc., 

Wn. Hunter, M.D., M.C.O.G., 

Newcastle-upon-Tyne, May 22. 


Sir,—In his letter (May 22, p. 1090) Dr. R. Owen-Jones 
gives as avoidable causes of post-partum haemorrhage 
“too free use of unsuitable anaesthetics such as chlora- 
form, and, most important of all, faulty management 
of the third stage.” He continues, “It is dishearten- 
ing to find so many attendants—midwives and doctors— 
‘grasping and kneading the uterus.’ The hand ‘ control- 
ling’ the uterus cannot resist that fatal reflex kneading, 
with resultant incomplete recovery of uterine tone and 
irregular and unnatural separation of the placenta.” Does 
Dr. Owen-Jones mean all this, or are these just words, 
learned-like in sound, and no doubt written with puckered 
brow and sternly set mouth? What is his proof, experi- 
ence, or statistics behind the “ fatal reflex kneading,” “ the 
resultant incomplete recovery of uterine tone,” and “ the 
irregular and unnatural separation of the placenta”? It 
is these irritating meaningless phrases that make one fed 
up with so much that is written upon obstetrical subjects. 
I fully realize that chloroform is not loved by many 
obstetrical specialists. But who said that it caused post- 
partum haemorrhage? From May 1, 1915, until April 
30, 1936, I used it in 475 cases, and I never saw it cause 
post-partum haemorrhage. My only cases of post-partum 
haemorrhage had no anaesthetic. I acknowledge that 
these are not very many cases, but surely, being a head- 
strong Highlander, I would, in at least a few cases, have 
made “too free use” of this “unsuitable anaesthetic,” 
and Nature would have inflicted her reprisals upon my 
poor victims. In spite of all Departmental reports and 
the lectures and warnings of multitudes of my specialist 
friends, long experience has convinced me that chloro- 
form, used in the cases which do not contraindicate it, 18 
the best of all obstetric anaesthetics for the rural physician, 
and the chloroform capsule one of the greatest boons 
of modern times. I now rarely use the chloroform bottle; 
I manage the majority of manipulative procedures, I- 
cluding the use of forceps, without hurting my patient, 
with the chloroform capsule alone. 
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Then we come to the third stage.- I differ entirely 
from Dr. R. Owen-Jones, and regret to write that I belong 
to the disheartening class of doctor. My advice is to 
control the uterus by having your own hand, or that of 
the nurse, in touch with the fundus until the placenta is 
in the dish. Two of the worst cases of post-partum 
haemorrhage that I have seen were those in which the 
nurse left the patient to “ Nature,” turned her back upon 
the bed, and proceeded to bath the baby. I arrived late, 
but just in time. In both cases I found the patient pulse- 
less, the bed flooded, and the nurse in blissful ignorance 
with the skirling bairn in her arms. Femergin and cora- 
mine quickly put the patient right, but it might well have 
been otherwise had I been a few moments later. I was 
once caught napping myself. I hope the Central Mid- 
wives Board will not adopt Dr. Owen-Jones’s suggestion 
of an “hour” glass; if it does he will have to run a 
sort of police car transfusion service in Denbighshire. 

I think success in the third stage depends a great deal 
upon a proper management of the first two stages of 
labour. I was glad to note, in reading of a recent dis- 
cussion at the Edinburgh Obstetrical Society, that even 
eminent authorities no longer hold the “ unruptured mem- 
branes ” sacrosanct. Nature is often far from right ; she 
will rupture the membranes in a breech or an occipito- 
posterior case when she might well leave them alone, and 
she leaves them whole when they are a source of delay 
and fatigue. In both types of case her behaviour is 
responsible for trouble in the third stage, but then she 
is Nature, and according to authority your fingers should 
be in your mouth and not in the vagina where they can 
do some good. In a normal presentation with a normal 
pelvis I rupture the membranes, in a multipara, when the 
os is about three-quarters dilated, or, to put it more 
accurately, when experience and instinct tell that the 
head will be a better dilator than the bag of waters. In 
a primipara this is done a little later, but I never delay 
when I feel the bag of waters are hindering the head 
from coming down through the os. In a multipara I give 
1/2 c.cm. pituitrin whenever I rupture the membranes, but 
in a primipara I delay this until the head is distending 
the perineum. Once the pituitrin is given I feed my 
patient with chloroform capsules. In a primipara, if the 
vaginal passage and the perineum are tight, before rup- 
turing the membranes or giving pituitrin I dilate them by 
carefully and gently, under a chloroform capsule anaes- 
thesia, inserting my hand into the vagina, closing my fist, 
and withdrawing it with rotatory motion. This is a useful 
procedure in a breech presentation also, going on through 
the os if need be. In doing this I can, to the ultimate 
advantage of mother and child, put the breech in the 
position suggested by Dr. Alec Bourne, not bringing the 
legs outside the os. By these procedures I have saved 
many perineums and rarely have trouble with the placenta. 
I have had to remove the latter manually in twenty-seven 
out of 1,279 cases—that is, in just over 2 per cent. of 
cases—and I have had only five cases of post-partum 
haemorrhage, these giving practically no trouble in spite 
of the fact that I always guard the fundus after the birth 
of the child and push out the placenta once I am sure 
that it is in the vagina. All this may seem terrible and 
fill some minds with horror that it should be permitted 
in a civilized country, but it is a procedure which long 
experience has taught me to be correct. In conclusion 
I would again impress upon Dr. Owen-Jones, and those 
like minded, that it is during the first and second stages 
of labour and by the ante-natal checking of toxaemia that 
you safeguard the third stage.—I am, etc., 

Tain, May 22. E. K. MACKENZIE. 


Medicinal Kaolin in Food Poisoning 


Sir,—I was interested in the letter from Dr. Nathan 
Mutch in the Journal of April 24 (p. 886), and would like 
to suggest that if anyone considers the desirability of 
working out dosage tables applicable to the use of 
medicinal kaolin as an antidote for food poisoning he 
might at the same time study the comparative evaluation 
of activated carbon. 

There is a wealth of references to this substance in 
recent medical literature. Its value as an adsorbent of 
bacterial and alkaloidal poisons has been fully established. 
Lucas and Henderson, for instance, quote twenty-one 
cases of poisoning in which death would presumably have 
occurred and in which recovery followed the administra- 
tion of charcoal. The cases cited include seven cases of 
phosphorus poisoning, three cases of morphine poisoning, 
two cases each of corrosive sublimate, chlorate of potash, 
and lysol poisoning, and one case each of arsenic, 
mercury, veronal, omnopon, and absinthe poisoning. 

Strychnine poisoning is particularly well treated with 
activated charcoal. It is important to ensure that the 
charcoal used is of the activated type. There are several 
reliable proprietary brands of the product available, and 
a monograph on them is included in the current edition 
of the British Pharmaceutical Codex. H. Brindle, F.1L.C., 
of the University of Manchester has shown that one of 
these activated charcoals, chardox (E. Griffiths Hughes, 
Ltd.) has an adsorptive power on strychnine as follows: 
30 per-cent. is adsorbed in one minute ; 34 per cent. in 
ten minutes ; 34.5 per cent. in fifteen minutes; and 36.5 
per cent. in thirty minutes. The first figure is of course 
the most important one when considering its use as an 
antidote. It should be borne in mind, however, that 
ordinary non-activated medicinal charcoal possesses only 
about one-fiftieth of the adsorptive capacity of chardox. 
am., etc., 

J. J. Craic, L.R.C.P. & S.Ed. 

Alderley Edge, May 27. 


Intra-epidermic Vaccination 


Sir,—I can confirm the claims of Dr. E. R. Peirce 
(Journal, May 22, p. 1066) as to the advantages of intra- 
epidermic vaccination over the ordinary method, as [ 
have been using it for a number of years in Burma; 
but we had not then learned the procedure, so weil 
described by Dr. Peirce, of economizing the lymph. 
There is one point which I have noticed quite often in 
connexion with what Dr. Peirce termed the vaccinoid 
reaction, and that is the tendency for the vesicle to persist 
for as long as a fortnight before gradually drying up. I 
regard this as a proof of success in revaccinations.— 
I am, etc., 

MIN SEIN. 

London, W.1, May 23. 


Treatment of Peptic Ulcer 


Sir,—Dr. Sandweiss’s article (J. Amer. med. Ass., 1937, 
108, 700), referred to in an annotation in your issue of 
May 8, may well be taken to mark a notable advance in 
the approach to treatment of the general condition liable 
to culminate in gastric or duodenal ulcer, in the evidence 
he puts forward as to the purely illusory effects of alkaiis, 
diet, vaccines, injections, or surgery, as being of lasting 
or curative value. 

In this country, too, vast numbers of people who have 
been treated by these methods have not derived more than 
temporary benefit, and, in spite of the conviction of 
medical and surgical specialists who have written much 
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on the subject to the effect that the methods have in their 
hands proved satisfactory, many of their patients have not 
been able to share this conviction that anything in the 
way of permanent relief has been reached. 

It has thus come about that the invidious task of sorting 
out results commonly falls to the lot of the general practi- 
tioner, of whom there must be many who can add their 
testimony to the value of the observations so clearly sum- 
marized by Dr. Sandweiss, and which, moreover, are so 
plainly reflected in the drawn, starved, soured faces of 
those who, sometimes for years on end, have submitted 
to the regime imposed. That the relief afforded by the 
chemical assault on natural juice is but momentary is 
the avowal of all. The entire frame betrays the devital- 
izing effects of a restricted diet based on apprehension, 
while the stultifying action of dope is by no means 
negligible. Finally, when all these measures, patiently 
carried out, have failed, the scar of a knife too often 
betokens the fact that the last hope of recovery of the 
victim of despair has, in his judgement, been inadvertently 
severed. 

Now that Dr. Sandweiss has made it so clear to us that 
it is useless, and perhaps we can now see quite irrational, 
to attempt to “cure” peripheral manifestations of central 
disturbance by local means alone, it may be judged not 
amiss to look at the matter from the angle of the general 
practitioner, who in the long run has to deal with the 
majority of such failures. 

While it is generally recognized that the controlling 
centres of visceral activity are largely represented by the 
autonomic system, it does not appear that much attention 
has been paid in practice to this essential point, although 
disturbances in this system have proved clinically to be 
a dominant factor in the chronicity of such states as 
conduce to haematemesis or ulceration in a visceral area, 
end local lesions to respond to general measures even in 
the complete absence of any local treatment. 

In submitting the general hypothesis that the most 
rational line of treatment of the peptic ulcer diathesis is 
afforded by control of central disturbances of the auto- 
nomic system, popularly referred to as “ emotional,” there 
is ample clinical evidence to support the view that, pro- 
vided that a patient is sufficiently well orientated to 
exercise his own volition in maintaining control of his 
feelings, either with or without the subsidiary aids com- 
monly made use of to lessen peripheral disturbance, per- 
manent cure may be looked for with confidence in every 
patient of stable character. It stands to reason that both 
the patient’s and his medical adviser’s difficulties are in 
no way lessened when the former has become excessively 
body conscious through insistence that his gastro-duodenal 
failure is still primarily at fault, and particularly when 
volition has been impaired by morphine.—I am, etc., 

London, May 20. F. A. Hort. 


Insulin Therapy in Psychiatry 


Sir,—An Association of Insulin Therapists in Psychiatry 
has been formed, with Dr. G. W. B. James as president. 
The objects are to hold meetings to discuss all matters 
arising from insulin treatment, to catalogue and make 
available the international literature, and to discover by 
discussion and correspondence the most efficient founda- 
tions of prognosis and after-care. The association wel- 
comes all workers in this method. I shall be able to 
answer any inquiries from those interested.—I am, etc., 

EDWARD LarRKIN, 


' Secretary, Association of Insulin 
West Ham Mental Hospital, Therapists in Psychiatry, 
Goodmayes, Ilford, Essex, 


May 27. 


Reform of the Medical Curriculum 


Sir—A hopeful sign for the progress of the movement 
for reform of medical education in this and other countries 
is the interest in the subject revealed by the instructive 
letter in your issue of May 29 from Professor G. A, 
Clark, Dean of the Faculty of Medicine of Sheffield 
University. From his reference to the present Edinburgh 
movement I venture to suggest that Professor Clark is 
under a grave misconception as to the real issues. He 
States that as a result of the far-seeing enlightened policy 
adopted by the Sheffield Medical School no adjustment 
is necessary to satisfy the new requirements of the General 
Medical Council. That may quite well be, but the real 
crux of the Edinburgh movement was the recognition 
of the fact that the “ requirements” of the G.M.C. and 
its power to see them effectively in operation are not in 
keeping with present-day needs. 

Professor Clark’s letter recalls to my mind two facts 
which I think have some relevance in answer. In the 
course of a recent discussion on the reform of medical 
education at the Society of Medical Officers of Health 
in London, Professor Picken referred to the answer com- 
monly given by university and other teachers to the charge 
that the teaching of preventive medicine, using that term 
in its widest sense, is too systematically overlooked— 
namely, “ We are doing that already.” In the opinion 
of the increasing body of reformers this answer has little 
relation to facts. Again, over two years ago I got a letter 
from a well-known medical teacher in a university inform- 
ing me that its curriculum had just been fully revised, a 
satisfactory feature being the rapidity and ease with which 
the necessary changes had been amicably arranged. A 
few months ago the new Principal of the said university 
publicly condemned the present system of medical educa: 
tion as the worst system that had ever been devised, con- 
sisting largely of a peculiarly costive kind of cramming. 

The question of priority in discovery is of no real 
importance or value. But if it is to be raised, the analogy 
of the pioneer Vikings led by Christopher Columbus, now 
smiling indulgently in Valhalla over a recent Edinburgh 
“‘ discovery,” should advantageously be replaced by one 
in which Hippocrates and other great masters of the past 
are sitting chuckling over the fact that the value of much 
of the neglected teaching of the past masters is now slowly 
being recognized.—I am, etc., 


Drem, May 29. CHALMERS Watson, M.D. 


Maternity Services 


Sir,—The British Medical Association’s preference for 
a national maternity service as distinct from what is 
termed “variable local arrangements built up more of 
less haphazard at the option of local authorities” 
(Supplement, May 8, p. 271) is not shared by some of 
us who also have given thought to the subject. My own 
views were stated two years ago in these words: 


“If my observation is correct I would not expect a powerful 
nor prolonged protest if it was considered desirable that the 
midwifery of a city should be organized and placed in the 
hands of men who are generally recognized as keen and com- 
petent obstetricians. Such a panel would be responsible to 
a central authority, would undertake all institutional work, and 
would assume a relationship to the private patient similar t0 
that now occupied by the operating surgeon. Such well-defined 
and co-ordinated service would demand a high level of indi 
vidual skill, a deep sense of personal responsibility, and ensuré 
for the patient a very thorough supervision. 

“Furthermore, there would be available in a few years 4 
mass of valuable clinical data which would guide the future 
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policy and perfect the existing machinery of such a service in 
any given locality ; for this at least is apparent, that the solu- 
tion of the problem of maternal morbidity and mortality in 
the ‘black areas’ is not necessarily to be sought and may 
not be found in methods which may be applied successfully 
outside these areas, but will result from keen observation and 
an intelligent perception of economic, industrial, social, and 
any other factors which have a direct or potential bearing on 
the issue in its local interpretation.” 

It is with some satisfaction that I now detect a move- 
ment in official quarters towards such a service.—I am, 
etc., 


Bradford. May 25. W. SUTHERLAND, M.D. 


Good Milk and Fresh Vegetables 


Sir,—It is a serious reflection on Great Britain that 
the death rate among Maltese children should be the 
highest in Europe. A high death rate of this sort is 
now recognized as due to defects of feeding, caused by 
an insufficiency of good milk and fresh vegetables. The 
milk of Malta is obtained from goats fed on imported 
foodstuffs because the soil on the island is not capable 
of producing an adequate supply of fresh green food- 
stuffs, either for animals or for human beings. 

Children need good lime-containing milk from healthy 
animals fed on fresh green foodstuffs. Can these food- 
stuffs be produced on the island? If not, why not? 
Children themselves also need fresh vegetable foods con- 
taining vitamin B if they are to grow up strong and 
healthy. Without good milk and vegetables the children 
develop poor teeth and so cannot bite; indigestion sets 
in and vitality becomes lowered so as to allow of the 
development of respiratory and circulatory diseases. 
Feeble children, if they grow up, become men and women 
whose physical and mental capacity is of reduced national 
value. 

In Great Britain the national committee set up to deal 
with food and nutrition has emphasized the importance 
of fresh green vegetable food, but without suggesting any 
special quantity. I have suggested 1 lb. per head weekly, 
which necessitates an annual production of 950,000 tons. 


At present we produce only 210,000—a deficiency of: 


740,000 tons annually. Sir John Orr, in a recent broad- 
cast, suggested half a pound more than I did—namely, 
14 lb. per head weekly. In this case the national defi- 
ciency would be about 1,200,000 tons a year. 

If my facts are of value there is something radically 
wrong with our food production. Farmers and gardeners 
are able to produce the needed amount, but the distribu- 
tion is at fault. Does this’ mean that our only hope 
of national salvation depends on the setting up of a 
National method of distribution? The question has to 
be faced and thoroughly discussed, and medical men 
can make a valuable contribution both to the discussion 
and to the solution of the problem.—I am, etc., 


Swansea, May 31. G. ARBOUR STEPHENS. 


Air Raid Precautions 


Sir,—The letter of Dr. Leys in your issue of May 22 
(p. 1091) draws attention to a problem which is already 
confronting medical men. Are we to assist the Govern- 
Ment in its endeavour to make the public air-raid 
conscious or are we not? My own mind is made up. 
I believe that all attempted precautions against bombing 
are futile, and I refuse to take part in them. Even did 
I believe them to be worth while there would still be the 
greater objection that air drill accustoms the public mind 
to the idea that war is inevitable, whereas I believe that 


the time has come when organized mass murder should be 
unthinkable. Coué’s favourite axiom that when the will 
and the imagination are in conflict the imagination always 
wins is a psychological truth. Whether the idea which 
occupies the mind is a hope or a fear makes no difference ; 
there is an irresistible trend towards its realization, just as 
a man learning to ride a bicycle steers straight into an 
obstacle he is trying to avoid. 

The historian of the future will be aghast at the com- 
placency with which this generation accepts the idea that 
mass murder can be deliberately resorted to under any 
circumstances.» The real tragedy of Guernica is that it is 
the logical outcome of the road which we ourselves have 
elected to travel: every country which possesses bombing 
aeroplanes must accept a share of the responsibility. 

The arguments for or against pacifism are not to the 
point—which is that war with its pomp and pageantry 
and heroic virtues has gone for ever, and that its place 
has been taken by inhuman mechanical and chemical 
mass murder which can find no advocate in any sane man. 
Few people in a responsible position have a full realiza- 
tion of this. Most of them still talk of war in language 
appropriate to the Middle Ages. The martyrdom of 
Guernica will not have been in vain if through it the 
world can learn this lesson.—I am, etc., 


Birmingham, May 28. R. MACDONALD LADELL. 


Birching of Children 


Sir,—In the present correspondence on judicial birching 
I consider one point has been largely overlooked. The 
punishment meted out to an offender is designed not only 
(or even mainly) to cure him of his evil proclivities, but 
also to act as a deterrent to others who might otherwise 
commit the offence. I submit that the fear of a birching 
does act as a deterrent. 

I should be interested to know if Dr. W. N. Maple (May 
22, p. 1093) concludes from the last paragraph of his letter 
that the English nation is more sadistic than most 
Continental nations.—I am, etc., 


Probus, Cornwall, May 22. E. H. Eastcorr. 


Sir,—The idea that physical violence can never be 
justified in attempting to correct human behaviour, apart 
from self-defence, will undoubtedly grow, but only in 
proportion to the extent that the task of tracing the origin 
of the kinks which lead to anti-social behaviour is under- 
taken. The conviction that such means are justified is 
itself a mental kink, and is itself anti-social. 

The proof lies within one’s own mind; that is the 
difficulty, and many are unable to realize this. Complete 
recognition and realization of such mental kinks as normal 
primitive states, only abnormal when unsuppressed and 
unrealized in adult civilized man, as being part of our 
own nature are impossible for many alone and unaided. 
The proof of whether whipping cures the young of, let 
us say, stealing or lying at some particular time and in 
particular surroundings is beside the point; whipping, 
without doubt, does deter many; others it does not. But 
what else does it do? What other effects does it produce, 
immediate and remote? Very different conclusions can 
be drawn from homely psychological lessons by different 
observers. 

In my opinion a knowledge of latent sadism cannot be 
acquired from a dictionary ; this is unfortunate ; nor can 
it be recognized, still less realized, from such perusals. 
It is innate in every human soul, and its grades are legion. 
No one likes to be told that a belief in physical violence 
as a proper corrective for what he believes to be childish 
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crimes is due to primitive and unrealized wishes; he 
naturally demands proof, and expects those who tell him 
this to produce it in the form and manner of material 
problems. That is not possible, hence the accusation of 
dogmatism. 

Although surprised to see so few psychologists taking 
part in this discussion, I think it is probably because of 
the extreme difficulty, perhaps futility, of trying to con- 
vince intelligences otherwise informed by means of public 
letters. Nevertheless I believe it to be important and 
well worthy of the experienced and eminent. Psycho- 
logists are aware of the far-reaching importance of this 
matter ; indeed, it is difficult to over-estimate it. The 
control of sadistic impulses by their realization in all 
teachers, legislators, and doctors alone would go far to 
raise the standard of civilization—I am, etc., 


London, W.9, May 29. G. W. GARDE. 
*,* This correspondence is now closed.—Ep. B.M.J. 


Herpes Zoster and Varicella 


Sir,—The following case may be of some interest. A 
man aged 55 consulted me on account of spots on his 
body. He presented a typical herpes zoster of the right 
shoulder region extending over the deltoid, and in addition 
well-marked chicken-pox vesicles on scalp, face, chest, 
and abdomen. He said that between two and three 
weeks previously he had had a stiff neck and slight 
aching pain in his right shoulder. Four days before he 
had noticed clumps of blisters over the right shoulder, 
and three days later spots appeared all over him. His 
temperature was 99.4° F. and his pulse rate 85. There 
had been no contact with chicken-pox or shingles. He 
had not had chicken-pox as a child am, etc., 


London, W.14, May 6. W. BLoop. 


Obituary 


ALFRED ADLER, M.D. 


Dr. Alfred Adler collapsed and died in Union Street, 
Aberdeen, on May 28. He was in this country on a 
lecture tour, and had nearly completed a series of lectures 
on psychopathology at Aberdeen University. Dr. Adler, 
who was 67 years of age, studied medicine at Vienna 
University and graduated M.D. in 1895. For thirty years 
he was a general practitioner in Vienna, and in 1927 
went as lecturer in psychology to Columbia University, 
New York ; in 1932 he was appointed professor of medical 
psychology in the Long Island College of Medicine. 
During his early days of practice Adler joined a dis- 
cussion group of young medical men whose centre was 


Sigmund Freud, but twenty-five years ago he deliberately . 


broke away from Freud’s influence. He was founder 
and president of the International Society of Individual 
Psychology and editor of its journal. 


Sir Walter Langdon-Brown writes: 


Alfred Adler’s influence on medical psychology has 
been far-reaching. The deliberately challenging methods 
of Freud excited hostility at first and the spiritual value 
of Jung’s philosophy is still but dimly comprehended, but 
when Adler linked psychoneuroses with organ inferiority 
he enabled orthodox medicine to join hands amicably with 


the new psychology. True, this doctrine subsequently 
retreated into the background of his teaching, but the 
bridge had been built. His theories were practical and 
simple, perhaps sometimes too simple for the complexity 
of the subject, but they did demonstrate how much 
psychoneurofic suffering could be alleviated by the general 
practitioner who would open his mind to this new point 
of view. Obsessional and compulsion neuroses require 
prolonged handling by the specialist, but a vast mass of 
suffering must go unrelieved if such handling is the only 
way in simpler cases. He showed how much can be 
done by sympathetic inquiry into and explanation of the 
origin of a  patient’s difficulties. ‘“ You don’t talk 
psychology, Dr. Adler,” once said an academic psychologist 
to him; you only talk common sense.” To which Adler 
replied: “ Well, why do you not also talk common sense?” 
The early formation of the style of life, the significance 
of each child’s position in the family hierarchy, the im- 
portance of knowing the goal towards which the individual 
is consciously or unconsciously striving, the vital neces- 
sity of co-operation with others; these were the main 
theses which, like Luther, he insistently hammered on to 
the door of orthodoxy. He expressed to me more than 
once his regret that his phrase “inferiority complex,” 
which is used in season and out of season, had been mis- 
understood. We all have or should have a feeling of 
inferiority, for only so is improvement possible ; the term 
complex is only applicable when the individual allows 


that feeling to assume non-social, non-co-operative ex- 


pression, by which he evades the responsibilities of life. 


His influence in this country is seen in the rapid growth 
of the Medical Society of Individual Psychology, which 
from small beginnings was nursed by the energy and 
skilful, if sometimes special, pleading of the late Dr. 
F. G. Crookshank into a sturdy adolescence. It now has 
127 members, largely general practitioners, as well as a 
number of medical students as associates, and publishes 
a series of Bulletins which have attracted a good deal of 
attention. At this grown-up stage it has, as adults are 
prone to do, ceased to confine itself entirely to the parental 


point of view, though abundantly honouring the parent. 


Einstein once said that Adler was Sancho Panza to 
Freud’s Don Quixote. We may allow that the simplicity 
of his theories was the reflexion of his personality. Un- 
affected by adulation, undeterred by opposition, he went 
serenely on his way. At the end of a strenuous week his 
hostess said: “‘ You must be very tired, Dr. Adler.” He 
replied: “ Not at all; only complications are tiring, and 
life is so simple when you understand it.” 


The death occurred on May 5 at Guy’s Hospital of 
Dr. FREDERICK SANGER of Tanworth-in-Arden, Warwick- 
shire. He was born in London in 1876, and from Welling- 
ton College proceeded to St. John’s College, Cambridge, 
to study medicine. He took the M.A. in 1897, and went 
on to St. Bartholomew’s Hospital, obtaining the Conjoint 
qualification in 1899, the D.P.H. in 1902, and the M.D. 
in 1905. For his M.D. thesis he did original work on 
blood stains which laid the foundation of the modern study 
of blood stains in criminal investigations. He served as 
house-surgeon to both Addenbrooke’s and the Metro- 
politan Hospitals, and then went to China with the C.M.S., 
joining its mission at the St. Luke’s Hospital at Hinghwa 
in Fukien. There he remained for six years. During his 
life in China his wide interests brought him into touch 
with all classes of the community. His especial interest 
in education caused him to found a Chinese boys’ school, 
pupils of which have since become eminent in modern 
China. Sanger was a distinguished Chinese scholar, and 
was one of the small band of medical linguists who, under 
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the editorship of Mr. Cormack, produced the first Chinese 
translation of Rose and Carless’s Surgery. He returned to 
Europe owing to ill-health, and after a two-years stay in 
Davos he took up general practice in England. He prac- 
tised at Rendcombe in Gloucestershire from 1911 to 1922, 
and then settled at Tanworth-in-Arden in Warwickshire, 
where he remained in practice until his recent illness. He 
acted as police surgeon, district M.O.H. to the public 
assistance authority, and public vaccinator. Besides run- 
ning a busy rural practice Sanger found time to devote 
himself to many outside interests, especially in religious 
and educational work with the Society of Friends in and 
around Birmingham. He was a keen naturalist and an 
omnivorous reader, and was always abreast of all modern 
scientific and medical thought. Though never able from 
his rural position to take an active part in the British 
Medical Association (he was a member of the Birmingham 
Central Division) he was always a loyal member, and was 
very keen that all general practitioners should support the 
formation of the public medical services. He was par- 
ticularly happy when the advent of the East Worcestershire 
P.M.S. enabled him to merge his club practice into that 
organization. He is survived by a widow, two sons, and 
a daughter. 


We regret to announce the death of Dr. GEORGE 
EVERARD Dobson from typhus fever on May 9 at Kerman, 
Iran. Dr. Dodson was a much beloved and honoured 
missionary of the Church Missionary Society, in charge 
of its hospital in Kerman. He was born in 1872 at 
Higher Crumpsall, Manchester, and educated at Giggles- 
wick Grammar School and St. Bartholomew’s Hospital, 
where he qualified M.R.C.S. and L.R.C.P. in 1897. He 
took the further diploma of D.T.M.& H. at Cambridge 
in 1913. He was extern midwifery assistant at St. Bar- 
tholomew’s and assistant in the orthopaedic department 
in 1897, gaining in both departments experience which 
he turned to the highest use in after-years in social 
service for Iran. He also held resident posts at the 
Norfolk and Norwich Hospital, the Royal United Hos- 
pital, Bath, and the Nottingham Infirmary ; and he was 
a temporary captain R.A.M.C. during the war, being 
appointed surgeon specialist to the Colaba War Hospital, 
Bombay. Dr. Dodson married Miss Emmie Lucy Wells, 
a trained nurse, and was accepted by the C.M.S. for 
service in Persia (Iran) in 1903. “J. H. C.” writes: 
During his thirty-four years of service under the C.MLS. 
Dr. Dodson did a work for Iran which will never be 
forgotten. He was a gifted surgeon, and laid the founda- 
tion of a social service and welfare work in Iran—espe- 
cially at Kerman—which has been of inestimable value 
to that country. Two outstanding features of his pro- 
fessional career were his orthopaedic work among the 
crippled carpet weavers and his skilful obstetrical and 
gynaecological work, which has saved the lives of large 
numbers of dwarfed cripple-mothers in that industry. 
No less important was the preventive and welfare work 
which he instituted and which led to legislative reforms 
that have gone far towards revolutionizing the conditions 
of the carpet industry in the cities of Iran. As a 
missionary he was honoured and beloved for his high 
sense of duty and his lovable personality and his un- 
sparing self-sacrifice in the interests of the sick and 
suffering. To his patients, his colleagues, and the many 
Persian friends who loved him his loss seems irreparable. 
He died—as he would have wished—among the people 
Whom he had served. 


The death took place at a nursing home in Edinburgh 
on May 13 of Dr. JAMES MILL, who for many years was 
a well-known practitioner in Leith. He was born in Leith, 
the son of the Rev. James S. Mill, minister of Kirkgate 
Church in that town. He studied medicine at Edinburgh, 


graduating M.B., C.M. in 1881, and joined the Royal 
Coliege of Physicians of Edinburgh ten years later as a 
Soon afier 


ember, being elected a Fellow in 1893. 


graduation he settled in Leith, where he acquired a large 
practice and was greatly respected and beloved by his 
patients during half a century of active work. He was 
an ardent volunteer, and afterwards held the rank of 
lieutenant-colonel in the R.A.M.C. Territorial Force. 
Early in the war he accompanied the 7th Leith Battalion 
of the Royal Scots to Gallipoli. This battalion, on leaving 
with the Expeditionary Force, had a tragic experience 
when one of the trains carrying the men met with a 
railway disaster at Gretna, nearly half of the battalion 
being killed or rendered unfit for service. Lieut.-Colonel 
Mill fortunately was in the second train, and proceeding 
to Gallipoli he rendered valuable service there. On his 
return to this country he was placed in charge of Maryhill 
Military Hospital, Glasgow, where he -also did excellent 
work. He retired from practice some time ago after 
thirty-two years’ membership of the British Medical Asso- 
ciation. The funeral service at the Edinburgh Crema- 
torium on May 15 was attended by many former patients 
and members ef the medical profession in Edinburgh. 


We announce with regret the death, at the age of 74, 
at his home in Hertfordshire, of HENRY WILLIAM BROOKS 
SAVILLE. Dr. Saville, who studied medicine at Owens 
College, Manchester, took the LR.C.P.Ed. and the L.M. 
in 1891, and the M.R.C.S.Eng. some four years later. 
Soon after qualifying he joined his brother, who was in 
general practice in Radcliffe, Lancashire, for a few years 
before setting up his own practice in the same town. He 
was appointed honorary consulting surgeon at the Bury 
Infirmary, and was chairman of the Bury Division of the 
British Medical Association for the year 1922-3. He had 
been a member of the Association for over forty-five 
years. In his forty years of general practice in Radcliffe 
Dr. Saville won the affection and respect of his colleagues 
and his many patients. A presentation was made to him 
on his retirement from active practice about eight years 
ago, when he left the town in which he had worked for so 
long and settled in Rickmansworth. 


The death is announced of Dr. RicHarD Henry READ 
of Hanley, Staffordshire, at the age of 72. A student of 
Owens College, Manchester, he obtained the M.R.C.S. 
and L.R.C.P. diplomas in 1890, and settled down in general 
practice at Hanley, where he held several public appoint- 
ments, including those of district medical officer, medical 
officer to the Post Office, and county surgeon to the St. 
John Ambulance Brigade. Dr. Read was well known as 
an ornithologist, and had been vice-president of the North 
Staffordshire Field Naturalists’ Club and Archaeological 
Society, and he wrote in 1894 a book on The Nature, 
Distribution, and Uses of the Colours of Birds. He joined 
the British Medical Association in 1895. 


The death of Sir ErNestT Morris, C.B.E., removes a 
man who did fine work for the London Hospital and its 
medical college. In the words of a writer in the Times 
he was “ the last survivor of the great triumvirate to which 
the hospital world must remain eternally indebted. Lord 
Knutsford, Miss Eva Luckes, and Ernest Morris are names 
to be remembered with admiration and gratitude wherever 
hospital work is done.” Ernest William Morris was 
appointed house governor of the London Hospital in 
1903 and resigned in 1930 on reaching the age of 65. 
In recognition of his services he was elected a member 
of the House Committee, and in 1932 he received the 
honour of knighthood. We may recall here that in 
April, 1919, the Council of the British Medical Association 
appointed a small committee to consider and report on 
the existing arrangements under which the work of the 
Association in the head office was carried on, with a 
view to possible rearrangement and improvement, with 
power to co-opt a business expert to advise. Mr. Morris 
willingly accepted service on this committee and took an 
active part in its inquiry. 
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BOURNEMOUTH TYPHOID OUTBREAK 
OFFICIAL REPORT 


The report of the late Dr. W. Vernon Shaw, a medical 
officer of the Ministry of Health, on his investigations into 
the outbreak of enteric fever which occurred in Bourne- 
mouth, Poole, and Christchurch in August and September 
last, was published on Wednesday by H.M. Stationery 
Office, price 9d. 

The outbreak was first brought to the notice of the 
Ministry on August 21, 1936, and Dr. Shaw began his 
investigations on the following day. On arrival he was 
informed that thirty cases of enteric fever had been notified 
during the preceding twenty-four hours, and that medical 
practitioners in Bournemouth and Poole reported that 
they had a very large number of other patients, who would 
probably prove to have enteric fever, under observation. 
The patients were scattered throughout the three towns 
without distinction of age, sex, occupation, or social 
status, and it was clear that a widely distributed article 
of food or drink was concerned in the spread of the 
infection. 

Raw Milk Inculpated 


Dr. Shaw ascertained that the only factor common to 
all the patients was the consumption of raw milk retailed 
by one distributor. This distributor, acting on Dr. Shaw’s 
advice, adopted a form of commercial pasteurization 
(heating the milk to 160° F.) for the whole of his supply, 
and distributed no unpasteurized milk after the morning 
round on August 22. This measure was immediately 
successful in terminating the outbreak. Dr. Shaw con- 
cluded that the milk was infective for a period of about 
thirty-one days preceding August 22, and that the approxi- 


mate number of persons who had contracted the disease, 


was 718, of whom 518 were residents and 200 visitors. 
The deaths of residents numbered fifty-one. 


A Contaminated Stream 


No source of infection could be discovered among the 
personnel employed in the distribution of the milk or at 
the retailer's depot, and investigations were accordingly 
made at the farms from which the milk was supplied. 
The supply was collected from thirty-seven farms scattered 
throughout a large part of Dorset; all were visited and 
inquiries made into the health of such of the personnel 
as had had any part in the production of milk during the 
critical period. In all 192 persons were examined, and 
two at one farm were found to be suffering from enteric 
fever. They were the wife and son, aged 12, of one of 
the milk producers. A careful examination of the circum- 
stances in which these persons became ill led Dr. Shaw 
to conclude that neither was the cause of the outbreak, 
though there was strong presumptive evidence that the 
milk produced at the premises in question was the source 
of infection of the retailer’s supply and of the farmer’s 
wife. Dr. Shaw also ascertained that in the house ad- 
joining that occupied by the farmer a fatal case of enteric 
fever had occurred in May, 1934, when the water supply 
of the two houses—which was common also to eight 
other houses in the vicinity—was suspect. It was derived 
from a well 162 feet deep, situated 100 yards from a 
small stream which ran within a few yards of the two 
houses. Repeated examination of the well water proved 
that it was liable to pollution, though at times it yielded a 
good potable water. The condition of the stream was 
investigated, and into it at a point about half a mile up 
stream from the farm the sewage effluent from a house in 
the neighbourhood was found to be discharging. Bacterio- 
logical examinations of the effluent for the presence of the 
typhoid organism proved negative on four occasions in 
September and early October, but it was found to be 
present in large numbers on two further examinations in 
the latter part of October. The occupants of the house 
were examined, and one of them, who had been living 


. there in April, 1934, and in July and October, 1937— 


that is, during the material periods—was found to be 
harbouring typhoid bacilli in his digestive tract and ex. 
creting them. The person in question was unaware that 
he was a potential source of danger to others, and he 
complied at once with the suggestions made to eliminate 
any further contamination of the stream. 


Practical Conclusion 


Dr. Shaw was satisfied that the outbreak was due to 
the consumption of raw milk, and that the dealer’s supply 
was infected by the contributions of one or possibly 
two producers whose milk in turn was infected by the 
contaminated water of the stream. How the infection 
was conveyed from the stream to the milk, whether by the 
use of the water or of a certain well, or by the cows 
subsequent to their drinking at the stream, was not deter- 
mined. The suggestion that a cow may excrete typhoid 
organisms in her dung or even in her milk is apparently 
a novel one, but one which Dr. Shaw found himself unable 
to reject. 


The Chief Medical Officer of the Ministry, Sir Arthur 
MacNalty, in a prefatory note submitting the report to 
the Minister, draws attention to the fact that the bulk 
supply of milk was infected by a relatively small contri- 
bution, itself produced without apparent fault. He con- 
cludes that “in the present state of our knowledge, where 
large milk supplies and commensurate risk are involved, 
the only practical way to reduce the risk of such out- 
breaks to a minimum is by pasteurization.” 


Medico-Legal 


A FATALITY AFTER DIPHTHERIA IMMUNIZATION 


The consulting physician to Ring Irish College, Co. Water- 
ford, Dr. Daniel T. McCarthy, advised the authorities of 
the college last September to have their pupils immunized 
against diphtheria. He procured from the county medical 
officer of health a supply of T.A.F. (Burroughs Wellcome), 
for which the makers claim a high immunizing effect 
with a very low tendency to cause reaction. On Novem- 
ber 9, 17, and 24, 1936, he gave intramuscular injections 
of 1 c.cm. each to thirty-eight children at the college. 
The preparation was supplied in rubber-capped bottles 
each holding 25 c.cm., and the doses were withdrawn in 
the ordinary way by puncturing the rubber cap with the 
needle of the syringe. Early in January the mother of 
one of the children, a girl of 124 named Siobhain 
Kenneally, consulted Dr. McCarthy and informed him that 
the child had a sore arm, which had developed during the 
Christmas holidays. On examination he found at the site 
of injection, which was just above the level of insertion 
of the right deltoid, a small discharging circular ulcet 
about 3/8 in. in diameter. The axillary glands were et- 
larged and tender and the child appeared to be in poor 
general health, anaemic, and debilitated. He prescribed 
for her general health and for the treatment of the local 
condition. In April he was called in again and found the 
child much worse. He consulted other practitioners, and 
the county pathologist, Dr. W. J. O’Donovan, mad 
bacteriological examinations. Clinically she appeared to 
be suffering from acute thrombocytopenic purpura. 
April 19 she received a blood transfusion, but she died 
the next day. Forty-four children who were inject 
about the same time at another college from the contents 
of the same lot of ten bottles suffered no untow 
results. 

The Coroner’s Inquest 


Dr. McCarthy duly reported the death, and the inquest! 
was begun on April 21 and continued on May 19 and 21. 
It was held by Dr. WALSH, coroner for East Waterford. 
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Dr. O’DoNovaN, who had conducted the necropsy, said 
that the child had died from toxaemia and purpuric 
haemorrhage consequent on general infection by miliary 
tuberculosis. Three days before death the blood showed 
a purpuric condition. After death he found numerous 
petechial haemorrhages in various parts of the body, a 
chronic lacerated lesion on the outer aspect of the right 
arm, and a palpable mass in the right armpit. The lungs 
did not collapse, were of grey appearance, and were 
studded with minute tubercles. There were groups of 
tubercles in the lining of the chest cavity on both sides 
of the apical regions. There were small hard tubercles 
on the liver surface and the liver was slightly enlarged ; 
the spleen was enlarged and studded with tubercles on 
its surface and throughout its substance. There were 
haemorrhages in the stomach wall and blood throughout 
the intestines. There was haemorrhage in the pelvis of 
both kidneys and into the tissues of the floor of the 
abdomen on both sides. There were haemorrhages into 
the scalp tissues and dura mater. There was no evidence 
of meningitis ; tubercles were not seen in or on the brain 
surface and the mesenteric glands were enlarged. The 
right axilla contained a mass of enlarged glands with 
haemorrhagic softening, and on microscopical examination 
tubercle bacilli were démonstrated in lung, liver, spleen, 
kidney, and glands, and in one small nodule that was 
removed from the brain. The tissue from the ulcerated 
lesion on the right arm was a chronic inflammatory pro- 
cess which could not definitely be diagnosed as_tuber- 
culous and in which tubercle bacilli were not found, but 
its appearance was consistent with tuberculous ulcer. 
The acute condition was of perhaps a few weeks’ stand- 
ing. There was no evidence of chronic tuberculosis. 


Dr. O'Donovan said he had never heard of a case in 
which the subcutaneous inoculation of tubercle bacilli had 
caused any form of tuberculosis infection. In this case, 
he said, the disease had been caused by a tuberculous 
ulcer and disseminated throughout the body, leading to 
purpuric haemorrhage. A connexion between the inocu- 
lation and the generalized infection was possible. The 
condition could not have been caused by anti-diphtheritic 
immunization properly administered. There were no 
signs on the body of old tuberculous lesions. The con- 
dition would be a possible result of “living tuberculous 
serum,” 


Dr. McCarthy described the inoculations and the course 
of the case, and added that all the syringes had been 
sterilized in an electric sterilizer and sent to the school 
in a sterilized drum. Every usual precaution had been 
taken. He had been dealing with no cases of tuberculosis 
either in hospital or in private, and had no preparation 
of tuberculous material in his possession. He could not 
recollect whether this child was the first to be inoculated, 
but she had been among the first. He had known of 
no case of tuberculosis in the college during the last 
few years. The county medical officer had kept the 
bottles in sealed boxes in his office and Dr. McCarthy 
had fetched them himself. 


A Bacteriologist’s Evidence 


Dr. J. W. BicGer, professor of bacteriology, Trinity 
College, Dublin, said that he had inspected the research 
laboratories of the Wellcome Foundation, Ltd., of 
Langley Court, Beckenham, Kent, where the T.A.F. had 
been manufactured. He had been given every facility for 
investigation. He had followed the various stages in the 
preparation of T.A.F. and inspected all the original records 
dealing with the two batches from which the flasks had 
come. At every point in the manufacture the freedom 
from contamination was tested microscopically, culturally, 
and by animal inoculation. The tests were more com- 
plete and more numerous than were required under the 
Therapeutic Substances Act. He had devoted particular 
attention to the three departments where cultures of 
tubercle bacilli were kept, and found them quite separate 


from the departments in which T.A.F. was bottled, The 
staffs were completely distinct and. each was unfamiliar 
with the work of the other department. He was satisfied 
from his inspection that no addition of tubercle bacilli 
could have been made to a bottle of T.A.F. He had 
particularly investigated the possibility of substitution, and 
had found no sufficient motive to impel anyone to make it. 
An attempt, moreover, would be faced with unsurmount- 
able difficulty. To make a suspension of tubercle bacilli 
even remotely resembling T.A.F. would require expert 
bacteriological knowledge, and even he himself would 
find it difficult. In addition to expertness in filling, 
capping, tying, labelling, etc., a detailed knowledge of 
Langley Court laboratories and of the various cultures 
and store places would be needed. To effect a substitu- 
tion the collaboration of at least two persons in quite 
different departments would be required. Professor 
Bigger’s final conclusion was that neither by accident nor 
by deliberate design could any preparations issued from 
the Wellcome laboratories and labelled T.A.F. contain 
living tubercle bacilli. He had tested samples taken from 
the batches from which the Ring College bottles had 
come and had found them sterile. Infection was not 
possible at the laboratories. He had recently inoculated 
forty students with the same material. 


Dr. H. J. ParisH, head of the bacteriological depart- 
ment of the Wellcome Laboratory, described the prepara- 
tion of T.A.F. The first intimation of trouble had been 
a personal letter sent on February 23, 1937, by Dr. 
Saunders to the director of the Wellcome Physiological 
Research Laboratories, saying that about eighteen children 
had sore arms and that the condition was thought to be 
tuberculous. After further correspondence Dr. Parish 
had gone to Ireland and seen Dr. O'Farrell, Dr. McCarthy, 
and Dr. Saunders. The records of both batches of serum 
showed that they had passed all tests on repeated occa- 
sions and on single bottles after having been filled. The 
coroner adjourned the further hearing for advice as to 
his jurisdiction, for he was taking the place of Dr. 
—— and his deputy, who were both concerned in 
the case. 


Comment on this extraordinary case would therefore 
not be proper yet. It seems incredible from the medical 
evidence already summarized (for a report of which we 
are indebted to the Cork Examiner of May 20 and 22) 
and from the reputation of the manufacturers that this 
preparation could have been contaminated when it left 
the laboratory. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


At a Congregation to be held on Tuesday, June 8, the follow- 
ing business will be presented to the House: That any medical 
student of a university in Great Britain or in Northern 
Ireland or the British Dominions or Colonies may be 
admitted to the status and privileges of a senior student, 
provided that the university shall have been approved by the 
Hebdomadal Council and that he shall have pursued at 
that university, or should the Hebdomadal Council in his 
case sO approve, at more than one university, for at least 
three years a course of study leading to a degree in medicine, 
and shall have passed all examinations incidental to that 
portion of the course. 

It is hoped to make an election to a lectureship in physio- 
logy at Brasenose College on the foundation of .Witliam 
Hulme towards the end of the present year. The lectureship 
will be tenable in the first instance for three years and at the 
end of that period may be renewed for a further period of 
two years. The initial stipend will be £350 per annum, with 
annual increments of £25, and the lecturer will be entitled 
to partake of the common college dinner without charge and 
will be given the privileges of common room. The duties of 
the lecturer will be to undertake research in some branch of 
medical science and to exercise general supervision over 
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members of the college studying medicine for the honour 
school of physiology and the First B.M., and to give them 
instruction in physiology. The lectureship may be held con- 
currently with a demonstratorship in one of the university 
laboratories, but the lecturer will not be allowed to undertake 
other teaching work without the consent of the college. 
The lecturer will be expected to enter on his duties at the 
beginning of next Michaelmas term. Preference will be given 
to candidates who hold a medical qualification and to 
graduates of Oxford University. The choice of the electors 
will not necessarily be confined to those who apply. Applica- 
tions, accompanied by references and not more than three 
testimonials, should reach the Principal of Brasenose by 
June 26. 


UNIVERSITY OF CAMBRIDGE 


At a congregation held on May 29 the following medical 
degrees were conferred: 

M.D.—J. B. Harman. , 

M.B., B.Cuir.—W. J. E. Phillips, J. W. Hannay, G. F. Wright, 
T. E. S. Lloyd, J. W. Crofton. 

M.B.-—*F. R. Berridge, *F. Braithwaite, K. O. Black, T. C. 
Gipson, T. L. H. Shore, A. R. Kelsall, F. G. Booker, L. J. 
Panting, J. Woodrow, A. C. L. Houlton, C. R. McLaughlin, 
R. H. A. Swain, W. F. Walton. 

B. Cuir.—*T. M. Daniel. 


* By proxy. 


UNIVERSITY OF LONDON 
At a meeting of the Senate, held on May 19, the Ph.D. in 
Medical Vital Statistics (non-clinical) was awarded to E. Lewis- 
Faning (London School of Hygiene and Tropical Medicine). 


UNIVERSITY OF DURHAM 
At a special convocation in connexion with the centenary of 
Durham University, to be held on July 1 and 2, the degree of 
D.C.L. will be conferred on Sir Cuthbert Wallace, Bt., 
K.C.M.G., President of the Royal College of Surgeons of 
England. 
UNIVERSITY OF LEEDS 

The University Court has resolved to confer on July 5 the 
honorary degree of LL.D. upon Professor John Kay Jamieson, 
M.B., C.M., professor of human anatomy and embryology in 
Trinity College, Dublin, and formerly dean of the faculty of 
medicine and professor of anatomy in the University of Leeds. 


UNIVERSITY OF MANCHESTER 


Dr. J. G. Woolham has been appointed honorary assistant 
lecturer in physiology. 


Medical Notes in Parliament 


In the House of Lords on June 1 the Exportation of 
Horses Bill, the Marriage Bill, and the Statutory Salaries 
Bill were brought up from the Commons and read a first 
time. 

Tributes to Sir Stanley Baldwin on his retirement from 
the Premiership were spoken in the House of Commons 
on May 31 and in the House of Lords on June 1. In the 
Commons allusion was also made to the retirement of Mr. 
Ramsay MacDonald from the Government and to the fact 
that he remains a Member for the Scottish Universities. 

Mr. Neville Chamberlain, the new Prime Minister, spoke 
in the House of Commons on the Finance Bill on June 1. 
He announced that the National Defence Contribution 
would not be proceeded with and that the Chancellor of 
the Exchequer, Sir John Simon, would substitute proposals 
for a simpler tax on the profits of industry. 

In the Ministerial changes which followed the acceptance 
of the Premiership by Mr. Chamberlain, Mr. R. H. 
Bernays succeeded Mr. P. S. Hudson as Parliamentary 
Secretary to the Ministry of Health. Sir Kingsley Wood 
remains Minister of that Department. 


In the House of Commons on June 1 the Hydrogen 
Cyanide (Fumigation) Bill, which had passed the House 
of Lords, was read a first time. The Civil List Bill was 
read in the House a third time. 


Factories Bill in Committee 


The Factories Bill was further discussed by a Standing Com- 
mittee of the House of Commons on May 25. On Clause 144 
(Interpretation of expression factory) Colonel SANDEMAN ALLEN 
moved to exempt from the Bill a shop as defined by the 
Shops Act. Mr. Ruys Davies said that a great number of 
large shops had premises inside which were to all intents and 
purposes factories. Mr. GEOFFREY LLoyp agreed that there 
were attached to some shops veritable small factories, it might 
be dressmaking establishments or in butcher shops where 
sausage-making machinery operated. It would be unwise to 
withdraw the protection of the safety provisions of the Bill 
from those who operated power-driven sewing machines or 
sausage-making machines. The amendment was withdrawn. 


Mr. SHORT moved to include premises where switching 
operations were performed. Mr. Ltoyp said switching 
stations in certain circumstances might be as dangerous as 
converter, transformer, and generating stations, but the 
number of accidents in switching stations was not large. The 
Electricity Commissioners lately issued a new code of regula- 
tions, which included an additional regulation for the safety 
of employees engaged on operations which did not come 
within the scope of the Home Office Electricity Regulations, 
If that regulation did not meet the point raised by Mr. Short 
the Home Office would consult the Electricity Commissioners 
to see whether further provision could be made. Mr. Short 
withdrew his amendment. An amendment was made on a 
motion by Mr. Lioyp leaving the courts to decide the line of 
demarcation between the Factory Acts and the Safety in Mines 


_and Quarries Acts in the case of surface works connected with 


mines and quarries. Clause 144 as amended was_ then 


approved. 

On Clause 145 (General interpretation) Mr. BANFIELD moved 
an amendment to make the definition of confectionery more 
clear and to cover the baking of tea-bread and scones. He 
said it was undesirable that foodstuffs should be made at 
places where no supervision was possible. Mr. Lioyp said 
this matter depended on the result of the inquiry in progress 
into night baking. He could not say when the report of that 
inquiry would be published. Mr. Banfield withdrew his 
amendment. 

Sir JoHN SIMON moved amendments affecting the definition 
of “ young person.” He said that although the Bill spoke of 
persons who had attained the age of 14, the attainment of that 


age was not to the point unless the young person was one in 


whose case the new Education Act permitted that he should be 
released before the age of 15 for beneficial work. It was not 
true that every child of 14 could be legally employed in a 
factory. The amendments proposed by Sir John were 
accepted, as also was a similar one in respect of Scotland. 


The title of the Bill was approved, and the Committee 
adjourned. 


WORKING HOURS OF JUVENILES 


Consideration of the Bill was completed on May 27, when 
new clauses were taken. In fulfilment of a pledge given at an 
earlier sitting, Sir JoHN SIMON moved the new clause entitled 
“Reduction of weekly hours of work of young persons under 
16,” which provides as follows: 


“Subject to the provisions of: this section, as from the 
expiration of a period of two years after the commencement of 
this Act, the foregoing provision of this part of this Act 
limiting the hours worked in any week, exclusive of intervals 
allowed for meals and rest, shall have effect, in the case of 
young persons who have not attained the age of 16, as if for 
the reference to forty-eight hours there were substituted a 
reference to forty-four hours.” 


Sir John explained that at. an earlier sitting of the 
Committee the application of the forty-eight-hour week to 
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young persons was discussed, and he had said the Govern- 
ment would like a reduction if possible before the Bill 
left the Committee in the permitted hours for juveniles 
between 14 and 16. The new clause proposed an 
interval of two years from the commencement of the Act 
to enable the reduction to be made where interdependence of 
work in factories would raise complications. There should not 
be a right to apply in any branch of industry for an extension 
of reduced hours—which he suggested should be forty-four— 
unless three things could be shown. First, the hours proposed, 
which must not in any case be more than forty-eight, must not 
be such as reasonably to be regarded as injurious to the 
health of the juvenile. Secondly, the proper carrying on of the 
industry must make the proposed modification desirable. 
Thirdly, the juveniles should engage in work familiarizing 
them with or helping them to train for processes in which 
older people were employed, and likely to lead to their future 
employment on a permanent basis. 


The Home Office had been in close communication with the 
trade unions and the employers’ organizations, and the trades 
examined included the cotton, woollen, engineering, printing, 
bleaching, dyeing, and shipbuilding trades. Some expressed 
concern as to the effect of the proposal. Team work was 
common in industry, and would in some cases be dislocated 
by the proposal, but the mere fact of a need for adjustment 
or some inconvenience was no reason for not making a neces- 
sary and justified change. In the cotton and woollen industries 
many young persons were members of teams, and there would 
have to be considerable reorganization. He had come to the 
conclusion that the right figure to include as the lower limit 
for juveniles was forty-four hours, which would be con- 
venient if the adjustment took the form of an extra half-day’s 
holiday. The clause did not lay down precisely the manner 
in which the reduced hours were to be given. He urged that 
the reduction should be a weekly rather than a daily one. 
It might be possible for the Home Office when it had experi- 
ence of the working of the scheme to lay down conditions on 
the manner in which effect should be given to the clause, and 
Subsection 3 of the clause would give the Home Secretary 
power to do this by regulation. 

Mr. Ruys Davies said as the Act would become opera- 
tive on July 1, 1938, the new provisions would not come into 
operation until July 1, 1940, whereas the half-time system had 
been abolished nearly at one stroke. He advocated a reduc- 
tion of the minimum to forty hours. Sir ERNEST GRAHAM- 
LitLe said public opinion was that for boys and girls 
between 14 and 16 a limit which permitted work for more 
than forty hours weekly would not allow a sufficient time 
for physical training, education, or play. If the Committee 
pressed the forty-hour limit it would carry public opinion 
with it. Mr. RHys DAviEs moved in the new clause to leave 
out “ forty-four ” and to insert “forty.” The amendment was 
defeated by 26 to 15. A further amendment, also moved by 
Mr. Rhys Davies to substitute one year for two years in the 
period of delay before the new clause took effect, was accepted 
and the clause as amended was added to the Bill. 


The Committee then accepted new clauses moved by Mr. 
GEOFFREY LLoyp, the first of which provided that young 
persons working in a factory collecting, carrying, or delivering 
goods, carrying messages, or running errands should be 
deemed to be employed in the factory. Another new clause 
made technical provision for the restriction of hours of 
employment of young persons in certain occupations, including 
employment at docks, wharves, quays, and warehouses. New 
clauses granting exceptions for factories operating the five-day 
week, and authorizing the Home Secretary to make exceptions 
as to the hour of commencement of the period of employ- 
ment where the exigencies of the trade or the convenience of 
the persons employed so required, were added to the Bill. 
Mr. ELLis SMITH’s proposed clause to make compulsory the 
Setting up of safety-first committees in factories employing 
not less than 100 persons was rejected by 27 to 13, and Mr. 
MANDER withdrew a new clause to ensure the provision and 
Cleanliness of messrooms in every factory. On the latter Mr. 
LLoyp pointed out that the Home Secretary had considerable 


powers under Clause 45, and that practically all welfare orders 
already made included the provision about workmen. 


REST IN PREGNANCY 


Mr. GRAHAM WHITE moved a new clause (Period of rest in 
the case of confinement) as follows: 


Any woman or young person employed in a factory shall 
be entitled, on the production of a medical certificate stating 
that her confinement will probably take place within six 
weeks, to leave her work, and she shall not be permitted to 
work during the six weeks following her confinement. 

Any woman or young person who shall have left her work 
under the provision of this section shall be entitled to be 
re-employed at the end of the period of rest. 

Sir ERNEST GRAHAM-LITTLE hoped the Committee would 
not accept the new clause. Hard-and-fast rules for the treat- 
ment of confinements before and after delivery were un- 
scientific. An important aspect of this matter in claiming atten- 
tion in every part of the world was the spread of abortion. 
Abortion was being practised in factories by women afraid 
of being dismissed because of their pregnancy. The maternal 
mortality from it caused very great anxiety. Twenty-five per 
cent. of maternal mortality cases had been shown by statistics 
to be due to abortion, usually conducted by ill-equipped 
persons. The suggestion in the new clause was entirely un- 
scientific. The whole question might be much more easily 
dealt with in the way that was adopted in the munitions 
factories during the war. At that time women were looked 
after carefully because they were valuable members of the 
community, and graded work was found for them during 
pregnancy. There was no reason whatever why graded work 
could not be found now in factories for women in that 
condition. Lady Astor did not believe the proposed new 
clause was practicable, and its adoption would be a disservice 
to women, particularly if there was not full maternity benefit. 
Even now women were not allowed to go back to the factory 
within a month after confinement. 


Mr. Rospert Hupson, Parliamentary Secretary to the 
Ministry of Health, asked the Ministry not to accept this 
clause because it was appropriate not to a Factories Bill but 
to a Public Health Bill, and because it attempted to enforce 
a provision in the draft Washington Convention, which 
depended specifically upon another provision that the woman 
should receive full and adequate maintenance. At present 
any woman who got a doctor's certificate to say she was 
incapable of work was entitled to sign off and receive benefit 
for four weeks before confinement, and in addition no 
employer was allowed knowingly to employ a woman within 
a certain period after the date of confinement. 

The proposed clause was negatived, as was another clause 
brought up by Mr. Waite on provision for nursing mothers, 
which ran: 


A woman or young person employed in a factory who is 
nursing her child shall be allowed half an hour twice a day 
for this purpose; and time so allowed shall be included in 
the calculation of the total hours worked. 


Mr. Hupson said the Government was informed by scien- 
tific advisers that with the modern shorter working day pro- 
visions of this nature were unnecessary, that it was sufficient 
in normal conditions for a woman to nurse her baby before 
she left for the factory and immediately after she got back, 
and that provision for one artificial meal for the child in the 
middle of the working period was better than expecting the 
mother to go home to the child or arranging for the child to 
be brought to the factory. 

A new clause to make exceptions as to mineral and aerated 
water factories with respect to the hours of employment of 
women and young persons where there was seasonal pressure 
of work was withdrawn. A new clause moved by Colonel 
SANDEMAN ALLEN on the training and supervision of young 
persons working on dangerous machines was accepted and 
added to the Bill. 

Certain amendments were made in the schedule to the Bill, 
and the Bill as amended was reported to the House. Sir 
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JoHN SIMON said the Committee had had twenty-seven sessions, 
and 580 amendments had been put on the Order Paper, beside 
a certain number of manuscript amendments. He thanked the 
chairman of the Committee, Major Lloyd George, for his 
patience and skill. 


Thames Barrage Proposal 


The Eart oF DupLey, in the House of Lords on May 26, 
advocated a public inquiry into the condition of the River 
Thames in London and the proposal to build a barrage at 
Woolwich. He said that a Thames barrage had been mooted 
for several decades, but no headway had been made towards 
the public inquiry which was asked for the purpose of 
examining the proposal. A comparatively simple and in- 
expensive scheme would do away for all time with the ugly 
and insanitary mud flats on both banks at low tide, to the 
advantage of health, safety, public convenience, shipping, and 
commerce as well as to aesthetic appearances. The project 
of the Thames Barrage Association was to dam the Thames 
at Woolwich, remove the tides entirely from the London 
reaches, and make the thirty miles of river from Teddington 
to Woolwich into a slow-moving lake maintaining a constant 
water level. The total cost, including all compensation and 
auxiliary work, was estimated at only £4,500,000. There 
would be a large increase of river transport and a major 
advantage to public health. 


At present 335,000,000 gallons of only partly treated sewage 
was ejected into the river every day. Of this 81 per cent. 
came from the main works at Barking Creek, of which the 
outfalls were below the proposed barrage. Most of this was 
now floated back into London on each flood tide but not 
carried away to the sea by ebb tides, and the ill effect on public 
health from this pollution was recognized by the Minister of 
Health. A scheme was under contemplation by the London 
County Council to take all sewage out of the river into the 
Channel at a cost of £62,000,000. If the dam were constructed 
none of this sewage could enter the tideless lake, and the 
remaining 19 per cent. af sewage discharged from up-river 
works could be treated under regulations which could not be 
enforced under tidal conditions, and could be effectively 
purified in what would then be fresh water. 


Lord RitcHIE OF DUNDEE said the Port of London Authority 
was conversant with this scheme and the opposition of that 
Authority to it was not due to private interest. As Chairman 
of the Port Authority he was interested in pollution. The 
Port of London Act laid upon the Authority the duty of pre- 
serving as far as possible the purity of the water. The 
Authority laid down standards of purity for all effluents dis- 
charged into the river. These standards were rigorously im- 
posed, but the London County Council was _ specifically 
exempted under the Act and the Port of London Authority 
had no control over it. The County Council’s outfall stations 
at Crossness and Barking discharged into the river every 
day 280,000,000 gallons of sewage effluent, which had 
been a source of concern to the Authority for years past, 
especially two or three years ago during the period of 
drought. 

He sympathized with the County Council in the problem 
with which it had to deal. The promoters of the scheme 
said their barrage would improve the water of the river. In 
the opinion of the Authority the reverse would be the result. 
Above the proposed dam at Woolwich the constant high water 
would back up the tributary streams into which much sewage 
matter was discharged and prevent the free discharge which at 
present took place at low water. This would result in the 
ponding of highly polluted water and the production of 
offensive and unhygienic conditions. The sewage storm over- 
flows which discharged untreated sewage into the river 
would cause offensive conditions when the benefit derived 
from the tide flushing and scouring the river above the dam 
was withdrawn. Below the dam the pollution of the river 
water would be of greater intensity than at present owing to 
the ponding of the sewage discharge of the Barking and 
Crossness outfalls on the flood tide. ; 


A PREVIOUS EXPERIMENT 


Lord DesBoROUGH said that when he was Chairman of 
the Thames Conservancy that body put up a half-tidal weir 
at Richmond, which produced such beneficial results that 
places below—such as Putney and Wandsworth—asked that 
a similar weir should be constructed in their neighbourhood 
to save them from the awful mud flats they had at low tide, 
At present, in the Thames opposite the Houses of Parliament, 
the water was neither fresh nor salt. It contained 280,000,000 
gallons of moderately filtered effluent, which went up and 
down at every tide and at slack water went on the mud flats, 
becoming, as Dr. Shadwell had said, a great menace to 
London. Lord Desborough denied that the effect on the 
effluent of this travel up with the tide and down again was 
to purify it. His information was that there was so much 
silt in this dirty water that no purification occurred such as 
would happen if the water were fresh. 

Lord SNELL, speaking for the London County Council, said 
the waters of the river were far from satisfactory, but the 
County Council had spent much money in trying to improve 
the conditions, and in the near future there would be definite 
improvement. The Council had arrived at no decision on this 
matter, but in the face of the statement made by Lord 
Ritchie of Dundee the Council until better informed would 
not be able to take any decision on the barrage. The Council 


‘was responsible for disposal of the storm water which came 


into London. The storm water from the large pumping 
stations at Abbey Mills and Deptford, as well as others, 
would be discharged above the dam, which would contain 
almost quiescent fresh water. 

The Eart OF Erne, replying for the Government, said the 
main reason that the Ministry of Transport did not favour an 
inquiry was that Parliament in 1908 gave the Port of London 
Authority full responsibility for looking after the River 
Thames. That Authority opposed the scheme. The Minister 
of Health also opposed the scheme. That Minister considered 
the barrage would hold up sewage and trade effluents which 
were discharged above the barrage. It would cause an 
accumulation at flood tides immediately below the barrage 
of heavily polluted water, which would be deprived of the 
purifying effective movement with the tide. A condition 


which was reasonably satisfactory while the Thames was an, 


open river would cease to be so under the new conditions 
unless heavy expenditure were incurred in more _ intensive 
treatment of the effluents. The holding up of land water 
would increase the risk of flooding above Richmond. The 
Minister of Transport had been in consultation with the 
President of the Board of Trade, and the President was also 
unfavourable to the scheme. 


Approved Societies’ Administration of Benefit 


Mr. PaRKER, on May 26, asked the Minister of Health 
whether, in view of the differing practices of various approved 
societies in the administration of the National Health Insur- 
ance Act, he would secure the introduction of a uniform 
system under which the rights of insured persons to benefit 
were more clearly defined. Mr. ROBERT HUDSON said Sit 
Kingsley Wood had no reason to think that under the system 
of administration of national health insurance through ap 
proved societies insured persons were not aware of theif 
rights to the benefits provided by the Act. As every insured 
person had a right of appeal if dissatisfied with the decision 
of his society on a claim for benefit, the Minister did not 
consider that any such fundamental change as was suggested 
was either necessary or desirable. 


Midwifery Services in Wales 


Mr. JAMES GriFFITHS asked, on May 27, whether the 
Minister of Health, having regard to the abnormally high 
maternal mortality rate in Wales, and more particularly 
the rural areas, was satisfied with the proposals submitt 


-by the appropriate authorities in the Principality for the 


provision of midwifery service; and, if not, what steps he 
proposed. Sir KINGSLEY replied that examination of the pro 
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posals submitted by the local supervising authorities in Wales 
under the Midwives Act, 1936, was not complete, but in the 
case of the majority of the authorities their proposals might 
be considered generally adequate. In some cases further in- 
formation was awaited and in others points, varying in 
different areas, were the subject of communication with the 
Jocal supervising authority. If in any case he was advised 
that the proposals submitted were inadequate he would make 
the necessary representations to the authority concerned. 


Duke-Fingard Inhalation Treatment 


Mr. Rowson, on May 27, asked whether the Minister of 
Health would set up a committee of inquiry, consisting of an 
equal number of medical men and laymen, to inquire into the 
efficacy and genuineness of the Duke-Fingard inhalation 
treatment for diseases of the respiratory organs, such as 
chronic catarrh, bronchitis, bronchiectasis, asthma, and tuber- 
culosis ; and take steps to have this treatment made available 
for panel patients under the Health Insurance Acts who 
suffered from chest complaints. 


Sir KINGSLEY Woop replied that he would not take such 
action. He was not aware of any sufficient reason for insti- 
tuting a special inquiry into this treatment. An insurance 
practitioner was free to give such treatment as in his judge- 
ment was appropriate for his patients. 


Mr. Rowson: Will the Minister put this treatment on the 
list of those which may be used by the medical profession for 
the diseases mentioned in the question? 


Sir K. Woop: The hon. member had better give me notice 
of that question. 


Mr. JAGGER: Is the Minister aware that personal friends 
of mine and numbers of my constituents who had been given 
up as incurable have been cured by this treatment? 


Safety-glass—On May 26 Mr. Hore-BeLisHA announced 
the results of his investigations into the question whether 
certain forms of safety-glass used in motor cars turned opaque 
when cracked or broken. He said it was found that on the 
rare occasions when glass of this type cracked without col- 
lapsing the obscuration was not complete, and the cracked 
glass could be pushed out. He saw no reason for prohibiting 
its use. 

Coalowners and Silicosis Compensation—On May 31 Mr. 
J. GRIFFITHS asked the Home Secretary if he was aware that 
the South Wales Coalowners Indemnity Society was refusing 
to pay compensation to men certified by the medical board 
to be disabled by silicosis; that the reason given for this 
refusal was that the society proposed to institute proceedings 
for the purpose of seeking a declaration that the Silicosis 
Orders were ultra vires; that meantime these men were com- 
pelled to seek public assistance ; and what action he proposed 
to take in the matter. Sir SAMUEL Hoare said he had no 
information to the effect suggested, and had no power to 
interfere with any legal proceedings. Mr. GriFFiTHS asked if 
Sir Samuel Hoare would give an assurance, if the courts held 
that this Order was ultra vires, that these men would not be 
penalized, and that the Government would bring in a new 
Order to give them compensation to which they were entitled. 
Sir SaMUEL Hoare agreed that this was a matter of great 
importance, but said he would rather not express an opinion 
until he had further facts. 


The Services 


INDIAN MEDICAL SERVICE 
SPECIAL CORONATION DINNER 

The annual dinner of the Indian Medical Service will be held 
at the Trocadero Restaurant, London, on Wednesday, June 16, 
at 7.15 p.m., when Brevet Colonel Sir Rickard Christophers, 
C.LE., O.B.E., F.R.S., will preside. Officers can arrange to 
sit near their friends, and separate tables to seat eight will be 
Provided. Tickets may be obtained from the joint honorary 
Secretary, Major Sir Thomas Carey Evans, Hammersmith 
Hospital, Ducane Road, London, W.12. 


Medical News 


The president and council of the Harveian Society of 
London have issued invitations to the Buckston Browne 
annual banquet, to be held at the Connaught Rooms, 
Great Queen Street, W.C., on Thursday, June 10, at 7.30 
for 8 p.m. 


The first International Congress of Neo-Hippocratie 
Medicine will be held in Paris from July 1 to 5, under 
the presidency of Dr. Laignel-Lavastine, professor of the 
history of medicine in the Paris Faculty of Medicine. 
Further information can be obtained from the secretary 
of the congress, Hépital Leopold-Bellan, 7, Rue du Texel, 
Paris, XIVe. 


The twelfth annual Macalister Lecture will be given at 
the National Temperance Hospital, Hampstead Road, 
N.W., on Thursday, June 24, at 9 p.m., by Sir Arthur 
MacNalty, whose subject is “The Doctor in Politics and 
Diplomacy.” All medical practitioners are invited to be 
present and may bring friends (ladies or gentlemen). 
Smoking is allowed and tea and coffee will be served. 


A Chadwick Public Lecture on “Plants in Health and 
Disease” will be delivered by Mr. H. Gilbert-Carter at 
the Chelsea Physic Garden, Swan Walk, S.W., on Thursday, 
June 10, at 5 p.m., with Sir William Collins in the chair. 


The third annual general meeting of the British Associa- 
tion of Radiologists will be held at the British Institute of 
Radiology, 32, Welbeck Street, on Friday and Saturday, 
June 11 and 12. 


The summer meeting of the Association of Clinical 
Pathologists will be held at the Royal East Sussex Hospital, 
Hastings, on Saturday, June 12, at 9.30 a.m., when the 
subject for discussion will be “ Blood Transfusion and 
Saline Injections” to be opened by Professor A. E. 
Boycott, F.R.S. Subsequent speakers will be Dr. H. F. 
Brewer, “ The Organization and Medical Administration 
of a Voluntary Blood Transfusion Service”; Dr. S. C. 
Dyke, “The Organization of a Blood Transfusion 
Service”; Dr. J. Boycott, “Grouping of Donors and 
Recipients”; Dr. H. L. Marriott and Dr. A. Kekwick, 
“Continuous Drip Blood Transfusion”; Dr. R. J. V. 
Pulvertaft, “ Abnormal Reaction following Blood Trans- 
fusion”; Dr. P. Lazarus-Barlow, “ Direct Blood Trans- 
fusion”; Dr. F. A. Knott, “Transfusion in Aplastic 
Anaemia and Agranulocytosis ”; Dr. Norah H. Schuster, 
“The Storage of Blood”; Dr. N. Hamilton Fairley, 
“Intravenous Haemolysis, with Special Reference to 
Pseudo-Methaemoglobin Production”; Dr. R. Officer, 
“ Post-operative Saline Treatment.” After the meeting 
members of the Association will be entertained to an 
official luncheon to be given by the Corporation of 
Hastings. At the afternoon session Dr. Janet Vaughan 
will show specimens from a case of osteosclerosis with 
leuco-erythroblastic anaemia, and Dr. Lazarus-Barlow will 
give a demonstration of a new method of filtering agar 
culture media. There will be a business meeting at 5 p.m. 


The King Edward’s Hospital Fund for London has 
made arrangements for a second series of Coronation tours 
of historical buildings famous throughout the Empire. 
These privileged visits will take place on June 9, 16, and 
25; July 7, 14, 16, and 21. Tickets are 10s. each visit 
(Tilbury Docks £1) or £3 for the series, and the entire 
proceeds are devoted to the Fund. Communications 
should be addressed to the secretary, King Edward's 
Hospital Fund for London, 10, Old Jewry, E.C.2. 

The issue of Paris Médical for May 15, which is mainly 
devoted to diseases of the liver and pancreas, shows the 
distribution of the medical staff in Paris hospitals. 


The Belgian Red Cross has sent four motor ambulances 
to Spain, two for the Government forces and two for 
the insurgents. 
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QUERIES AND ANSWERS 


Chronic Proctitis 


“ PROCTALGIA” writes: I should be most grateful for sugges- 
tions in treating a case of chronic proctitis. My patient is 
a middle-aged man who had a severe attack of acute 
proctitis, with passage of mucus, pus, and blood, and severe 
pain. These have now all cleared up with treatment, but 
pain and discomfort still persist and are aggravated by pro- 
longed standing, and particularly by motoring. Supposi- 
tories and rectal irrigations give no relief, and the chief 
complaint is of a burning sensation in the rectum. Recent 
examination with the proctoscope and sigmoidoscope show 
the mucous membrane is now normal in appearance, and 
it is difficult to see why the pain should persist. 


Mastitis of Puberty in the Male 


Dr. W. PaTERSON Brown (London, W.1) writes: I have 
recently been puzzled to account for a painful non-septic 
mastitis, at first unilateral, in an apparently normal boy of 
16. There was no history of mumps or other condition 
which might be responsible, and I obtained no enlighten- 
ment from the standard textbooks which I consulted. I 
now find an adequate account of the disorder in the Year 
Book of Neurology, Psychiatry, and Endocrinology (1936, 
p. 578). Apparently it is a by no means rare complication 
of puberty in boys, may last for months, but generally 
resolves and requires no treatment. I am writing this note in 
the hope that others encountering the same condition may 
be saved from being as puzzled as I was. 


Splitting of Finger Nails 

“H. M. B.-F.” writes: It is just possible that the following 
may prove helpful to “ Stumped,” who asks if anyone can 
suggest a cause for the splitting and flaking of his wife’s 
finger nails. The condition may be due to nail varnish, 
especially when this varnish is used to remove the old layer 
before painting on the new one. I have found that the 
condition can be cured by using an oily remover for taking 
off the old varnish. There are several brands of oily 
remover on the market. 


Another correspondent writes: A discussion on cases of 
peculiar splitting of the nails was opened in the Section of 
Dermatology of the Royal Society of Medicine by Dr. A. C. 
Roxburgh, and was reported in the Proceedings of that society 
for February 20, 1936. I have seen a number of cases since 
of a similar type, and have come to the conclusion that the 
splitting of the nails is due to the use of nail varnish and 
nail varnish remover. As the nails take some five months 
to grow from the nail fold to the free edge, stopping the 
use of nail varnish will not be followed by an immediate 
cure. 


Asthma Query 


Dr. A. B. JoHNSON (Chautauqua, New York) writes in reply to 
“ Plex’ (Journal, May 1, p. 952): I have had excellent 
results with the intratracheal injection of lipiodol. It seems 
to me that this treatment warrants a trial in “ Plex’s” case, 
injecting 4 to 5c.cm. as indicated. I should be glad to supply 
him with all the details as to technique if he should so 
desire. It should be understood that the lipiodol is used 
therapeutically and not necessarily diagnostically, a fact 
which is not yet commonly appreciated. 


Income Tax 


Sale of Share in Partnership 
“A. B. C.” asks: (a) When one partner buys out the other 
and works the practice with an assistant is the surviving 
partner in any way responsible for the income tax of the 
partner who has gone? (b) Are legal expenses incurred in 
purchasing the share allowable expenses? 

*." (a) The profits of a partnership are assessable on the 
firm as such for the period to the date of dissolution of 
the partnership, and the tax is legally recoverable from 
either partner. As regards the subsequent period “ A. B. C.” 
will presumably require the practice to be regarded as 
having started afresh at the date of dissolution so that he 
can deduct the salary, etc., of his assistant. (b) No; such 
expenses are of a capital nature. 


LETTERS, NOTES, ETC. 


Gangrene Complicating Diphtheria 


Dr. Eustace THorp (Sunderland) writes: Few cases of gan- 
grene complicating diphtheria are mentioned in the litera- 
ture. I have recently had three grave cases. In the first 
about six square inches of the left side of the frontal bone 
were denuded and there were numerous small spots of 
gangrene over the skin, obviously embolic. Diphtheria 
bacilli were recovered from the discharge. In the second 
there was extensive gangrene of the left side of the neck 
exposing the sterno-mastoid and the muscles of the posterior 
triangle ; diphtheria bacilli were again recovered. There 
were no other gangrenous sites. In the third a gangrene of 
the cheek, like that in the second, resembled noma. All the 
cases occurred in poor children, and the condition was 
present before admission to hospital. 


Medical Aid in Spain 


Mr. GeorGE JeGER, Organizing Secretary, Spanish Medical 
Aid Committee (24, New Oxford Street, W.C.1), writes: 
The work being done in Spain by the British Medical Unit 
has received widespread publicity, and assistance has been 
forthcoming to the extent of £30,000 from people of all 
political views. Members of the medical profession have 
been particularly generous, and it is therefore with some 
diffidence that I appeal to them again through your 
columns. But the shortage of medical supplies of all kinds 
is so acute that little things that are practically valueless 
in England are necessities in Spain. Might I ask doctors 
who do not make use of the samples so frequently sent 
them by druggists to send them to us? Our hospitals can 
use them. If desired, they can be collected. 


Hawthornberry Jam 


R. L. MEIinG (Zb/. inn. Med., April 3, 1937, p. 289) describes 
the method of preparation of hawthornberry jam and haw- 
thornberry infusion. These, when suitably prepared, repre 
sent a rich source of vitamin C. Experiments on animals 
have proved that the jam_ possesses marked antiscorbuti¢ 
properties ; guinea-pigs artificially infected with pneumococt 
were favourably influenced by the administration of the jam. 
The advantage of the hawthornberry as a source of vitamin 
C is that of being available all the year round. 


Corrigendum 


In Major S. N. Hayes’s paper on “ Present-day Methods of 
Sterilizing Dressings,” which appeared in our issue for May 
1, a printer’s error occurred eight lines from the foot of the 
first column of page 913. It was there wrongly stated that 
to sterilize efficiently six abdominal sheets in an ur 
perforated drum would take 72 + 80 minutes. The time 
taken should have read 72 + 20 minutes. 
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